Return of Organization Exempt From Income Tax

Form 9 9 0 Under section 501{c}, 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
Department of the Treasury P Do not enter Social Security numbers on this form as it may be made public. Open to Public
Intemal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990, Inspection
A For the 2014 calendar year, or tax year beginning 07/01, 2014, and ending 06/30,20 15
€ Name of organization D Employer identificatlon number
B cnactomicon | ARBOR HOSPITAL
|| e Doing Business As 52-0491660
Name change Number and street {or P.O. boxif mail is not delivered to street address} Room/suite E Telephone number
: Ioitial retum 3001 SOUTH HANOVER STREET (410) 772-6721
Terminated City or town, state or province, country, and ZIP er foreign postal code
|| fvanded BALTIMORE, MD 21225-1233 G Grossreceipts § 207,470,651,
Application | E Name and addrass of principal officer; DENNIS& PULLIN Hia} s this a group return for Yes | X | No
L perding subordinates?
3001 SQOUTH HANCVER STREET BALTIMORE, MD 21225 H{k} Are al suhordinaleslr\clmed?B Yes I:l No
[ Tax-exempt status; | X | 501(c)(3) [ |5o1(c)( } d (insertno.) f [ 4947(a)(1) or | | 527 If "No," altach a list. (see instructions)
J  Website: p WHW ., HARBORHOSPITAL.QORG H{c) Group exemption number |
K Form of organization: | X | Corporation | | Trustl | Assooiation | | Other P> | L Year of formation: 1903| M $tate of legal domicile: ~ MD

Summary

1 Briefly describe the organization's mission or most significant activites; HARBOR HOSPITAL IS COMMITTED TQ QUALITY,
3 LARING, AND SERVICE FOR OUR PATIENTS AND OUR COMMUNITIES.
g -
N ————— et el
E 2 Check this box W !:] if the organization discontinued its operations or disposed of more than 25% of its net assets.
&! 3 Number of voting members of the governing body (Part VI, line 1a) . _ . . . . . . 0 v v v v s e 3 16.
ﬁ 4 Number of independent voting members of the governing body (Part VI, line by, , . . . . . .. ... ..... 4 la.
;3 5 Total number of individuals employed in calendar year 2014 (Part V, line2a), ., . . . . . . R I 1,751.
% 6 Total number of volunteers (estimate ifnecessary) , . . . . ... ........ e e e e e e 6 45.
<| 7a Total unrelated business revenue from Part VIl column (C), N 12 , . . . o . 0 0 v v v e, 7a 2,068,001.
b Net unrelated business taxable income from Form 990-T, line34 . . . . ... .. P I d - -272,896.
. ' Prior Year Current Year
o| 8 Contributionsandgrants (Part VIl lineth), . . ., .. ....... 1,104,097. 1,172,075,
E 9 Program service revenue (Part Vlll, line2g), , ., . .. .. ... ... PUBIj(?ThTS';CE)l:TION 204,812,518. 197,708,177.
& 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d) . , . . . 127,109, 137,563.
11  Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢, 10c,and11e), . . . . . . ... .. 7,946,778. 8,401,935.
12 Total revenue - add lines 8 through 11 (must equal Part Vill, column (A), line12). , . . . .. 213,990,502, 207,419,750.
13 Grants and similar amounts paid (Part IX, column (A}, fines1-3) , _ . . . ... ....... G 0
14 Benefits paid to or for members {Part IX, column (A), fined} , . . . . . . . . ...\ ... 0 0
w15 Salaries, other compensation, employee benefits (Part IX, column (A}, nes 5-10), , , , , , , 95,204,932, 97,355,048,
g 16a Professional fundraising fees (Part IX, column (A}, tine11e) |, . . . . . . . . . .. .. ... G 0
S b Total fundraising expenses (Part IX, column (D), line28yp__ | o
17 Other expenses (Pari¥X, column (A), lines 11a-11d, 11-248) . . . . . . . . . ... . ... 96,979,321. 99,167,843.
18 Total expenses. Add lines 43-17 (must equal Part IX, colurnn (A), ine28) . . . . . .. ... 152,184,253, 196,522,891.
19  Revenue less expenses. Subtract INe 18 from line 12, 4 v v v o i v v v e e e e e e e e 21,806,249, 10,896,859,
s § Beginning of Current Year End of Year
SE120 Totalassels (PartX, NS 16) . . . . . .\ttt 68,637,935.|  67,207,200.
22121 Total liabilities (Part X, B 26}, L . . v s s v v e e e e e e 37,400,224, 51,137,831.
%E 22  Net assets or fund balances. Subtractine 21 fromline20. & 4 v v v v s v v v s s 0 b v n . 31,237,711, 16,069,369,

Signature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complejs, Declaration of prgpgrer (other than officer) is based on all information of which preparer has any knowledge.

. ’ L,\U/P “b#\,u.___ S / 4 /\o
Sign Signature ot?ofﬁcer 7 Date "
Here
Jeel Bryan VP Treasurer
Type or print name and title

Print/Type preparer's name Preparer's signature Date . i« | PTIN
Paid a Ch:°k Lr—’e;f
Preparer | oRCARET A. BRADSHAW i 5/11/16 settemployed | P00501222
Use Only | Fimsname B KPMG LLP Fim'sEIN B 13-5565207

Firm's address P 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phone no. 703-286-8000
May the IRS discuss this return with the preparer shawn above? (Seeinsiruclions) | | . . . . v s v v oo e e e e [%]ves [ [No
For Paperwork Reduction Act Notice, see the separate instructions, Form 990 (2014}
JSA
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Fom 5308 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return OMB No. 1545.1709
Department of the Treasury - File a separate application for each return.

Internal Revenue Service P Information about Form 8868 and its instructions is at www.irs.gov/form8868.

* If you are filing for an Automatic 3-Month Extension, complete only Part[and check thishox | _ ., . ... .......... | %]

* |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il {on page 2 of this form).
Do not complete Part I unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.

Electronic filing (e-fife). You can electronically file Form 8868 if you need a 3-month automatic extension of time to file (6 months for
a corporation required to file Form 990-T), or an additional {not automatic) 3-month extension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part Il with the exception of Form 8870, Information
Return for Transfers Associated With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Automatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

I »[]
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of time
to file income tax returns. Enter filer's identifying number, see instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print HARBOR HOSPITAL, INC. 52-0491660
File by the Number, street, and room or suite no. if a P.O. box, see instructions. Social security number (SSN)
due date for
filing your 3001 SOUTE HANOVER STREET
fﬁ;‘m-cf::s City, town or post office, state, and ZIP code. For a foreign address, see instructions.
I I N
BALTIMORE, MD 21225-1233
Enter the Return code for the return that this application is for (file a separate applicationforeachreturn) . . . . . . . . .. .. |_l_,0 1
Application Return | Application Return
Is For Code ]lIsFor Code
Form 990 or Form 880-EZ 01 Form 920-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 {individual) 03 Form 4720 (other than individual) R
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401{a) or 4Q8(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

e The books are in the care of PJOEL BRYAN, 5565 STERRETT PLACE, STH FLOOR, COLUMBIA, MD 21044

Telephone No. » 410 772-6721 FAX No. o
e |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox , |, , . , ., | |:| . If it is for part of the group, check this box » ‘_I and attach
a list with the names and EINs of all members the extension is for.
1 Irequest an automatic 3-month {6 months for a corporation required fo file Form 990-T) extension of time

untl_ 02/15 ,20 16 , tofile the exempt organization return for the organization named above. The extension is
for the organization's return for:

» | | calendar year 20 or

> tax year beginning 07/01 ,2014 _,andending___ __________06/30 ,2015 .

2 |f the tax year entered in line 1 is for less than 12 months, check reason: |:| Initial return |:| Final return
Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3al$ 0
b If this application is for Form 990-PF, 980-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$ 0
¢ Balance due. Subtract line 3b from line 3a, Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 3cl$ 0
Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EQ for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see instructions, Form 8868 (Rev. 1-2014)

JSA

4F8054 1.000
V 14-7.2F 1793309



Form 8868 (Rev, 1-2014) Page 2
e [f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thishox. . . . . ... > |£|
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
e |f you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

Additional {Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer's identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print HARBCOR HOSPITAL, INC. 52-0491660
Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
Eﬂi?é}g?or 3001 SOUTH HANOVER STREET
f!,itﬂ?nf'%lge City, town or post office, state, and ZIP code. For a fareign address, see instructions.
instructions. BALTIMCRE, MD 21225-1233
Enter the Return code for the return that this application is for (file a separate applicationforeachreturn) . . . ... ...... loia]
Application Return | Application Return
Is For | Code |IsFor Code
Form 990 or Form 990-EZ 01  JAESH R R s R e e
Form 930-BL 02 Form 1041-A 08
Form 4720 (individual} 03 Form 4720 {other thanjindividual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a previously filed Form 8868.
® The books are in the care of »JOEL, BRYAN, 5565 STERRETT PLACE, 5TH FLOOR, COLUMBIA, MD 21044

Telephone No. » _ 410  772-6721 Fax No. p» .
e |f the organization does not have an office or place of business in the United States, checkthisbox . . . .. ... ... .... > |:’
* |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) i this is
for the whole group, check thisbox . ., . ... | |:’ . If it is for part of the group, check thisbox. . . . ... » |___| and attach a
list with the names and EINs of all members the extension is for.
4 | request an additional 3-month extension of time until 05/16 ,20 i6
5 For calendar year , or other tax year beginning 07/01 ,20 14 ,andending 06/30 ,2015

6 If the tax year entered in line 5 is for less than 12 months, check reason: |__] Initial return |_, Final return

Change in accounting period
7  State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE

AND ACCURATE RETURN IS NOT YET AVATILABLE.

8a If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 0

b If this application is for Forms 980-PF, 990-F, 4720, or 6069, enter any refundable credits and

estimated tax payments made. Include any prior year overpayment ailowed as a credit and any
amount paid previously with Form 8868. 8b|$ 0

¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). See instructions. 8cl|$ 0

Signature and Verification must be completed for Part 1l only.

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and to the best of my
knowledge and belief, it is true, correct, and complete, and that | am authorized to prepare this form.

Signature > At - Bocblo.ws Tite B PATD PREPARER Date P 2/09/16
Form 8868 (Rev. 1-2014)

JSA

4FB055 1.000
V 14-7.8F 1783309



HARBOR HOSPITAL 52-0491660

Form 990 {2014) Page 2
Statement of Program Service Accomplishments
: Check if Schedule O contains a response ornote toany lineinthis Part Il |, . . . . . . .. .. . . . .. ouuuu

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 | | L L e
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program .
services?, , . ... ... ..... e [Jves [£]no
If "Yes," describe these changes on Schedule O. '

4 Describe the crganization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c}(3) and 501(c)(4)} organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

DYes No

4a (Code: }{Expenses §  135,370,332. including grants of § ) (Revenue $ 189,892,071, )
ATTACHMENT 2

4b {Code: } (Expenses $ 13,812,042, Including grants of $ ) (Revenue $ 7,812,046, )
MEDSTAR HARBOR PROVIDED $13.8M IN SUBSIDIZED (MISSICON DRIVEN)
HEALTH SERVICES IN FISCAL YEAR 2015. THESE CRITICAL SERVICES,
WHICH ARE DRIVEN BY COMMUNITY NEEDS, OPERATE AT A LOSS. THEY
ADDRESS PRIQORITIES PRIMARILY THROUGH DISEASE PREVENTION AND
IMPROVEMENT OF HEALTH STATUS. SERVICES PROVIDED INCLUDE QOUTPATIENT
PRIMARY CARE, WOMEN'S AND CHILDREN'S SERVICES, PSYCHIATRY,
HOSPITALISTS, AND EMERGENCY DEPARTMENT COVERAGE.

4¢ (Code: )} (Expenses $ 8,421,548, including grants of $ ) {Revenue $ 3,160, )
MEDSTAR HARBOR PROVIDED $8.4M IN HEALTH PROFESSIONS EDUCATION IN
PFISCAL YEAR 2015. THIS CATEGORY INCLUDES TRATINING IN GRADUATE
MEDICAL EDUCATION, AND EDUCATION FOR PHYSICIANS, MEDICAL STUDENTS,
NURSES, AND OTHER HEALTH PROFESSIONS

4d Other program services (Describe in Schedule G.)

{Expenses $ including grants of $ }{Revenue § )
4e Total program service expenses » 157,604,322,
4162 1.000 Form 990 (2014)

05468X 2502 V 14-7.16 1723309



HARBOR HOSPITAL 52-0491660

Form 990 (2014) . Page 3
Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501{c}(3} or 4947(a)(1) (other than a private foundation)? If "Yes,”
complete Schedule A. . . . L L L e e e e et 1 X
2 |s the organization required to complete Schedule B, Schedule of Conifributors (see instructions)? , . . ..., ...[ 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C, Parf I | . . . . . . i i i e it e e e e e e e e 3 X
4 Section 501({c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Partll. . . . . . . . @ v i i v e i e e o u 4 X
5 Is the organization a section 501(c)(4), 501{c){5), or 501{c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C,
Pt e e e e e et e e e e e e 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,"complete Schedule D, Partl, | L . . ... .. e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part!!, . . . ... ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,"
complete Schedufe D, Parf ll | . @ . @ i e e e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complete Schedule D, Part IV | . . . . . . 0 i e e e e e e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets In temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV, . . . .. ..
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VI, VI, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? f "Yes,”
complete Schedule D, Part VI | . . . . . . . . i e e e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total asseis reported in Part X, line 167 /f "Yes,"complete Schedule D, PartVlt , . . . . . . ... . ... ... 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complefe Schedule D, Part VI, . . . . . .. v v v« v . ...|11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part I, | . . . . . i i e i e e e e e et e n e 11d X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X |11e X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 {ASC 740)? If "Yes," complefe Schedule D, PartX |, , . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes”
complete Schedule D, Parts XTI and X, | . 0 0 0 0 e it et s s e s bt 6t e me e e e e e et e e e, . [12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts Xland Xl isoptional , |, . « . « v ¢ ¢ v v o v » 12b X
12 Is the organization a school described in section 170(b)(1)XAXiI)? If "Yes,” complete Schedule E, . . .. ... .. L 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? ., . .......... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Partsfand vV, . . ... .. ... 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complefe Schedule F, Partslfand vV . . . . . ... ....... I £ X
16 Did the organization report on Part IX, column {A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes, " complete Schedule F, Parts illand IV _ . . . . e e e e e e e 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e7? If "Yes," complefe Schedule G, Pari I (seeinstructions), . . . ... ... ... 17 X
18 Did the organization report more than $15,000 total of fundralsing event gross income and contributions on
Part VIIl, lines 1¢ and 8a? /f "Yes," complete Schedule G, Partll . . . . . . . . .. .. . ' 'eeeew. v ... 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a? .
If"Yes,"complete Schedule G, Part . . . . 0 e i i it it e s et s sttt ettt a0 X
20a Did the organization operate one or more hospital facilities? f "Yes,” complete Schedule H . . . .. ... ... ,.|20a] X
b If "Yes" to ling 20a, did the organization attach a copy of its audited financial statementsto thisreturn? . . , . . . |20b| X
ISA Form 990 (2014)

4E1021 1.000

05468X 2502 V 14-7.16 1793309



HARBOR HOSPITAL 52-0491660
Form 990 (2014) Page 4
Part IV Checklist of Required Schedules (continued)

Yes | No

21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part 1X, column (A), line 17 If "Yes,” complete Schedule |, Partstand lf. . . . ... ... 21 X

22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column {A), line 27 If “Yes,"complete Schedule [, Parts Tand il . . . . . . . . . . i i i i i i v i e e e 22 X

23 Did the organization answer “Yes' to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedtle J . . . @ @ @ i i i i e e e e e e e e e e e e e e e e e 23 X

24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 2002? /f "Yes," answer lines 24b

through 24d and complete Schedule K If 'No,"goto line 288, . . v v v v v v i e e e e e e e e e et e e e e 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt boNdS? . . . v v 0 i s s h e e s e e e e e e e e e e e e e e 24¢
d Did the organization act as an "on behalf of* issuer for bonds outstanding at any time during the year? . . . . . . 24d
25a Section 501(c)(3), 501(c)(4), and 501{c}{29) organizations. Did the organization engage in an excess benafit
transaction with a disqualified person during the year? If "Yes,” complete Schedule L, Part! ., . . ... ... ... 25a X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If"Yes,"complete Schedule L, Part | . . « @ i v v i i i i s i e e et e et st sttt sttt 25b X

26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or pavables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part il . . . . . i e, 28 X

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial confributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes,” complete Schedule L Partitl. . . . . .. .. ... ... 27 X

28 Was the organization a party to a business transaction with one of the following parties {see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedufe L, Part IV . . .. ... 28a| X
b A family member of a current or former officer, director, trustee, or key emplovee? If "Yes," complete
Sehedule L, Part IV v i i i i e e i e ke e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartiV. . . . .. ... 28c| X
29  Did the organization receive more than $25,000 in non-cash contributions? If “Yes," complete Schedule M. ., . . | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes,"complete Schedule M . . . . v v i v v i v b e e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N,
- T O 3 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? /f "Yes,"
complete Schedule N, Part I . . . . . i i i i i i i e s i e e e e it et s i s i e s 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 If "Yes," complefe Schedule R, Part! . . . . . . . @ @ o i i i i i i v v e 33 X
34 Was the organization related to any tax-exempt or taxable entity? /f “Yes,” complete Schedule R, Part Hi, I,
oriViand PartV,line 1 . . . . o o i e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)}{(13)?, . . . . ... ... ... 35a| X
b [ "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512{b)(13)? If "Yes,” complete Schedule R, Part V, line 2 _ _ . . . 35p| X
36  Section 501(c}{3) organizations. Did the organization make any fransfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V, Ine 2 . . . . . . 0 0 i i e e e e e et e s s s s s 36 X

37  Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes, " complete Schedule R,

Part Vi . i i e e e e e e e e e e e e e e - T X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O . . . . . & . . & i v i v v v v s s s s s 0 0 s 38 X

Form 990 (2014)

JSA
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05468X 2502 V 14-7.16 1793309



HARBOR HOSPITAL 52-04921660

Form 990 (2014) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O confains a response ornoteto anylineinthisPartV .. . v v v v v i it i i i v v v []
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , . .. ... .. 1a
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . ......L1b
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . |, . . . . . . . . .t it e e e e .
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax !
Statemenits, filed for the calendar year ending with or within the year covered by this return , { 2a 1,751
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-fife (see instructions), , , , ., ., &
3a Did the organization have unrelated business gross income of $1,000 ormore during theyear? ., . . ... ....
b If "Yes," has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation in Schedule O, , . . . ..
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority

5a

ba

(2]

TQa “ho o

12a

13

c
14a
b

over, a financial account in a foreign country (such as a bank account, securities account, or other financial
BCCOUNtY? L Ly s e e e e e
if “Yes,” enter the name of the foreign country: »

See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBARY).
Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? , ., ... ...

Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?

If "Yes" to line 5a or 5b, did the organization file Form 8886-T7 . . . . . . . . i i i i i i e e e e et e e e e e

Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? , . ., . ... .. ..

If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? _ . . ... ...... ... .. ..... F e e e e e r e ey e

Organizations that may receive deductible contributions under section 170(c).
Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

e

LEETE

and services providedtothepayor? . . . . . ... .. ... .. ..... e e e e e e

If "Yes," did the organization notify the donor of the value of the goods or services provided? , . , . ... ... ..

Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . . . . . . v o . i i h e e e

If "Yes," indicate the number of Forms 8282 filed during the year
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? , , , , .,

If the organization received a contribution of qualified intellectual property, did the organization file Form 8898 as required? | 79

If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? i
Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the [

PEVETY ETErT pem

e »«seﬁé?%
byl el

sponsoring organization have excess business holdings atany time duringthevear?, . . . . . ... ... .....

Sponsoring organizations maintaining donor advised funds. ]

Did the sponsoring organization make any taxable distributions under section4966? , . . .............| %92

Did the sponsering organization make a distribution to a donor, donor advisor, orrelated person?, . . . ... ... 9b |
Section 501{c)(7) organizations. Enter: : %%%ii g%gf%:
Initiation fees and capital contributions included on Part VIIl, line12 , ., . ..........|10a gﬁé‘?i%g
Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilties , . . . |10k y’i ﬁ}*f%%%

Saction 501{c)(12) organizations. Enter:

pELATYS

GE

eE

e
frytt

ok

i 3 s
Gross income from members orshareholders |, |, . ., . .. . i ittt i ... 118 - ’;"% i
Gross income from other sources (Do not net amounts due or paid to other sources ”3;;
against amounts due or received from them.) . . . . . . . . . . . . 0 i 11b HEREl s

Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417

If "Yes," enter the amount of tax-exempt interest received or accrued during the year , , . . . 12b
Section 501({c)(29) qualified nonprofit health insurance issuers.

Is the organization licensed to Issue qualified health plans in more thanone state?, , ... ... ...
Note. See the instructions for additional information the organization must report on Schedule Q.
Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified healthplans , , . ., . ... ...........|13b

Enter the amountofreservesonhand ., . . . . .. ... it ittt e e 13¢c B |
Did the organization receive any payments for indoor tanning services during the taxyear? . . ..., ..... ... 142 X
If "Yes," has it filed a Form 720 to report these paymenis? If "No," provide an explanation in Schedule © , . . . .. 14b

JSA
4E1040 1,000

05468X 2502 V 14-7.16 1793309
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Form 980 (2014} HARBOR HOSPITAL 52-0491660 Page 6

Governance, Management, and Disclosure For each "Yes” response to lines 2 through 7b below, and for a "No"
response {o line 8a, 86, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response or note toanylineinthisPartVl . . . . . . . v v 0 v v oo v v ca e oo e
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 19
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . ib 12
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . v v v v v v i v it h i e e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . ... ... e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . . . v v o o o L e e e 7a | X
b Are any governance decisions of the organization reserved to {or subject to approval by) members,
stockholders, or persons other than the governing body? .« . . . . ¢ o v i v vt i o i s b s e e 7h | X
28 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following: . .
A The GOVerniNg BOdY?. « « v v o v e et e e e e et e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . ... .. ... ..... ... ... 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? /f "Yes,” provide the names and addressesin Schedule O. . . . . . .. ... 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, oraffiliates? . . . . . . . e i i i v oo v v 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affifiates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . |10b
11a Has the organization provided a complete copy of this Form 990 1o all members of its governing body befare filing the form? - 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990. o
12a Did the organization have a written conflict of interest policy? if “No,"gotoline 13 + v v v v v v v v v v e v ... |12al X
b Were officers, directors, or trustees, and key employees required to disclese annually interests that could give
S B0 CONTHCIS ? v v v v v v v s s it it e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule Chow this Was done . . .« v v v v v v i i i e e ettt ettt e e e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . .« o 0 v o o it i e i e .. 131X
14 Did the organization have a written document retention and destruction policy?. « + v v v v v o v e v v v v v w 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEQ, Executive Director, or top managementofficial « « « v v v v v v v v e e e v v v v .. |15a| X
b Other officers or key employees oftheorganization . « .« « < ¢ v v v i i i v v ot i e e e e e 15b | X
If "Yes" to line 15a or 15b, describe the process in Schedule O {see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entityduring the year? . . . o . . v v 0 it i e i s e e e e e e e e e 16a X
b If "Yes," did the organization foliow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . . . . ... ... . ... ... 16b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed » M0,
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T {Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
D Own website |:| Another's website Upen request D Other {explain in Schedule O}
19 Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.
20  State the name, address, and telephone number of the person who possesses the organization's books and records:
JOEL BRYAN 5565 STERRETT PLACE, S5TH FLOOR, COLUMBIA, MD 21044 4L0-772-6721
JsA Form 990 (2014)
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Form §90 (2014) HARBOR HOSPITAL 52-0491660 Page T
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to anylineinthisPartVI[. . . . ... ... ... ... ......
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

e List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardiess of amount of
compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

« List all of the organization's current key employees, if any. See instructions for definition of "key employee.”

* List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

e List all of the organization's former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.

e List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

D Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©
{(A) B) Position (D) (E) {F
Name and Title Average | (do not chesk more than ene Reportable Reportable Estimated
hours per | box, unless parsen is both an compensation  |compensation from amount of
week (listany] officer and a director/trustes) from related other
howrsfr {o = | 3| 0| mle | the organizations compensation
related | 22| F 2 29| 3| orgenization | (W-2/1098-MISC) from the
organizations | & A &3] 28| 2| (wW-2/1099-MISC) C;f gjf;g:::;
bem‘.h'do"ed s 5 B g|"” § organizations
line} 8|3 o o
|2 B
® &
[=%
_(UDENNIS W PULLIN ] 40.00]
PRESIDENT/DIRECTOR 1.00| X X 770,407 0 29,123.
_(2)KENNETH A SAMET ____ | _1.00]
DIRECTOR 35.00| X 0 4,325,505. 64,424,
_(3LEIGH ANN CURL MD __ _ __ . __1_20.00]
DIRECTOR 1.00| X 746,116. ¢ 22,648.
_{4GREGORY GURFINCHEL MD | 40.00)
DIRECTOR 1.00| X 270,622, ¢ 18,608,
_{H)KXAISER ROBERTSON MD_ ___________|_ _1.00]
DIRECTOR O X 0 o 0
_[)EDWARD P CAREY . . ___| _1.00]
CHAIR 0] X 0 o 0
_{DPETER MACNAB | __1.00]
VICE CHAIR 0] X 0 v; 0
_{8)CHARLES F OBRECHT JR___________| 1.00]
DIRECTOR 0] X 0O 0 0
_{9)DAWN M. GRETZ, MD . _____|_ _1.00]
DIRECTOR 0] X C 0 0
{1Q)ELMER SNYDER ____ | __1:00]
DIRECTOR 0] X ¢ 0 0]
{1)COURTNEY B. WILSON ___________ | _1.00]
DIRECTOR 0} X 0 0 0
{12)VINCENT CONNELLY __ . _______| _1.00]
DIRECTOR ol X 0 0 0
{13)CARLOS D. ZIGEL, M.D. | _1.00]
DIRECTOR gl X 0 0 0
(14)TIMOTHY BARNHILL _________ | 1.00
DIRECTOR 0] X 0 0 0
JSA Form 990 (2014)

4E1041 1.000
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HARBOR HOSPITAL

52-0491660

Form 990 (2014) Page 8
GERU  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
{A) (B) (€ (D) E) F}
Name and title Average Paosition Reportable Reportable Estimated
hoursper | {do not check more than cne compensation  jcompensation from amount of
week {list any | box, unless person is both an from related other
hours far officer and a director/teustee) the organizations compensation
I EIERE % %‘ organization | (W-2/1099-MISC) from the
organizations 5= E a g 2|2 (W-2/1099-MISC) crganization
belowdotted (2 & | & alas]|” and related
line) 8= E'_: 2 ®g organizations
g8 @ 3
[ ] @ ®
|2 7
] B
2
15) THOMAS A, GEDDES | _7 1-00]
DIRECTOR . 0] X 0 Q 0
16) GEORGE WILLIAMSON, M.D. | 1 1.00]
DIRECTOR O X 0 0 0
17) DAVID PITMAN . _______._|_%0.00
VICE PRESIDENT/CFO 0 X 285,318. 0 24,097.
18) ALLAN BIRENBERG | 40.00
VICE PRESIDENT 0 X 436,881. 0 20,408.
19) LENORA ADDISON | 40.00
VICE PRESIDENT o X 266,098. 0 53,397,
20) GILL DONALDSON _______________|_40.00 '
VICE PRESIDENT 0 X 251,488. [ 20,577.
21) JOHN CARBONE, M.D. ___________| 40.00]
PHYSICIAN 0 X 735,880. 0 26,764,
22) JAMES WoOD, M.D. | 40.00]
CHIEF 0 X 676,600. 0 24,788.
23} DENNIS STERN, M.D. ___________| 40.0¢
PHYSTCIAN 0 X 592,287. 0 30,813.
24) CHUKA JENKINS, M.D. | _40.00]
PHYSICIAN 0 X 574,295, 0 27,796.
25) HOWARD POPKIN, M.D. | 40.00]
PHYSICIAN 0 X 531,705. 0 27,225,
ib Sub-total L e e »| L1,787,145.] 4,325,505, 134,803.
¢ Total from continuation sheets to Part VII, SectionA , , . ., . ........ »| 4,350,552, 0 255,865.
dTotal{addlinesthand1e) . . . . . . . v v v v i o it o i s v s n s s s s as > 6,137,697. 4,325,505. 390,668.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization b 193
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedie J for such individual . . . . . . @ @ @ v i v v i e s e e e e e
4 For any Individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007 If “Yes,” complete Schedule J for such
individual . . . . . . S e e e e e e e e a e m e e e e e e e s N e e e e e e
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . . . ... ........ .

Section B. Independent Contractors

1

Complete this table for your five highest compensated independent contractors that received more than $100,000

of

compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax

year,

{B)

Description of services

(A)
Name and business address

{C)

Gompensation

ATTACHMENT 3

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization » 30
:1-'2.?055 1.000
05468X 2502 V 14-7.16 1793309




52-0491660

HARBOR HOSPITAL
Statement of Revenue

Form 990 (2014)
Part VIII

Page 9

thisPartVIl. .. oo oo [ ]

(A)

ine in
Total revenue

excluded from tax

(c)
Unrelated
business

(5]
Related or
exempt

Form 990 (2014)

Check if Schedule Q contains a response or note to any |
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Form 990 {2014)
F1s4rq Statement of Functional Expenses

HARBOR HOSPITAL

52-04216640

Page 10

Section 501(c)(3) and 501(c)(4) organizations must complete all colurmns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 66, 7b, Total e(z‘:genses Prog ra(rE)sewice Managt(acrﬂent and Funcslg)ising
8b, 8b, and 10b of Part VIll. expenses general expenses expenses
1 Grants and other assistance 1o domestic organizations
and domestic govemments, See Part IV, line21. . . . 0
2 Grants and other assistance to domestic
individuals. See Part IV, line22 , , . ... ... 0
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 16 and 16 , , , | , 0
4 Benefits paid toorformembers , , ., . .... 0
5 Compensation of current officers, directors,
trustees, and keyemployess , , .. ... ... 3,044,678. 2,707,620. 337,058.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(eX3)(BY, , . . . . 0
7 Othersalaresandwages, . . . .. ...... 77,405,039, 68,835,589, 8,569,450,
Pension plan accruals and contributions {(include
section 401(k) and 403(b) employer contributions) 1,348,689, 1,192,646. 149,043.
9 Other employeebenefits . . . . .. . . . .. 10,202,529. 9,074,032, 1,128,497,
10 Payroll 1885 « v v v v o » b 4 x4 4 a e e 5,354,113. 4,697,865, 656,248,
11 Fees for services (non-emplayees):
a Management | .. ... ... ... 22,365,150. 2,260,115, 20,105,035,
b Legal 637. 637.
CACCOUNtiNG |, . e e e e e G
dlobbying , . ... ............... G
e Professional fundraising services. See Part IV, line 17, 0
f Investment managementfess |, , ., ., ... .. 0
g Other. (f line 11g amount sxceeds 10% of Jine 25, column
(A} amount, [ist [ine 11g a(pensesonScheduIeO.);Al.T(.:I-.I .4. 20,265,088. 19,649,018, 616,070.
12 Advertisingand promotion , , . . . ... .. 413,332, 2,798. 410,534.
13 OffiCBeXpenses . . . . v v v v v v v v nw s 1,434,492. 1,200,503, 233,987,
14 Information teChnology. + v v + v « o+ s v+ » & ' 0
16 Royalties, . . . .. ... ..o 0
16 Occupancy __________________ 651,011. 1,306,405. “655,394.
A 1 1 96,257. 96,257.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 118,234. 118,234.
19 Conferences, conventions, and meetings , , , . 1,905. 1,295, 610.
20 Interest . . . ... ... 1,220,812, 1,920,812,
21 Payments toaffiiates, . . . .. ........ 0
22 Depreciation, depletion, and amortization , , _ . 7,621,202. 4,051,119. 3,570,083.
23 INSUTANCE | . . .t s e e e e e e 4,214,845, 4,587,071. -372,226.
24 QOther expenses. llemize expenses not covered
above (List miscellanecus expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column !
(A} amount, list line 24e expenses on Schedule O.)
aMEDCTAT,/SURGICAL SUPPLIES _ __ 18,035,849, 17,993,874. 41,975,
bIMPLANTS/PROSTHESES _________ 6,864,361. 6,864,361.
cUTILITIES _ _ _ o ____ 4,490,695, 4,156,571, 334,124.
dFQCD SERVICES __ _ _ _ _ __ _ _______ 3,156,628, 2,988,775. 167,853.
e All otherexpenses _ _ ___ _ _ _ _ _ _ _ __ ___ 7,517,345. 5,809,429, 1,607,916,
25 Total functional expenses. Add lines 1 through 24e 196,522,891, 157,604,322, 38,918,589.

26

Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and

fundraising solicitation. Check here if

following SOP 98-2 (ASC 9568-7201), , ., ., ... 0l
JEA
4E1052 1.000 Form 990 (2014)
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HARBOR HOSPITAL

52-0491660

Form 990 (2014) Pags 11
Balance Sheef
Check if Schedule O contains a response ornoteto anylineinthisPart X . . . ... ... ... ... ...... | |
{A) (B)
Beginning of year End of year
1 Cash-nondinterest-bearing | | . . ... .. i i i e 2,800. 1 2,770,
2 Savings and temporary cashinvestments_ . ... .. Q 2 0
3 Pledges and grants receivable,net _ . . . . . . ... ... .. ... ... 281,854.| 3 66,163.
4 Accountsreceivable, net . L L 26,120,704.| 4 25,687,810.
5 Loans and other receivables from current and former officers, directors, :
trustees, key employees, and highest compensated employees.
Complete Partllof Schedule L |, ., . . ... . i 0 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f){1)}, persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary.
* organizations {ses instructions). Complete Part Il of Schedule., | . . . . .. . .. 0 s 0
fg 7 Notes andloans receivable, net | _ . . . . .. ... . .. o7 0
4| 8 |Inventoriesforsaleoruse ... ... .. ... . ... 2,366,444, 8 2,218,450.
9 Prepaid expensesand deferredcharges . . . ... ... 0t v i i i 841,727.| 9 283,405.
10a Land, buildings, and equipment; cost or
other basis. Complete Part VI of Schedule D 10a 192,298,662,
b Less: accumulated depreciation, , . . ... ... 10b 155,295,296, 38,166,585.(10¢ 37,003,366.
11 Investments - publicly traded securities . . . . . . . v v v v i i e an 0
12  Investments - other securities. See Part IV, line 11, , . . . ... ....... 228,940.]| 12 560,890.
13  Investments - program-related. See Part IV, line 11 e e e e e 013 0
14 Intangibleassels , . . .. . ... ... .. e Q 14 0
15 Otherassets. SeePart IV, line 11 _ . . . . ... ... ... . .. 628,881.[ 15 1,384,346.
16 Total assets. Add lines 1 through 15 (mustequalline 34} . . . .. .« ... 68,637,935.| 16 67,207,200.
17 Accounts payable and accrued @Xpenses, | | . . . . . i i e s e e e 16,704,284, 17 16,674,866.
18 Grantspayable, , . .. ... ... .. .. ... e 63,840.| 18 43,128.
19 Deferred revenue |, , , . ... e 731,792.)19 655,783.
20 Tax-exemptbondliabifies |, ., ... ... 0 o e Q 20 0
@21  Escrow or custodial account liability. Complete Part IV of Schedule D | | | | 0 21 0
E 22 Loans and other payables to current and former officers, directors,
_.'3 trustees, key employees, highest compensated employees, and
- disqualified persons. Complete Part Il of ScheduleL | | . . . . .. .. ... 0 22 0
23 Secured mortgages and notes payable to unrelated third parties , , , . ... 0 23 0
24 Unsecured notes and loans payable to unrelated third parties, _ _ , . . . .. 0 24 0
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24), Complete Part X
Of SChedUIE D o, .t s s st e e e e e e e 19,5900,301.| 25 33,764,054.
26 Total liabilities. Add lines 17 through 25, . . . .. . v v v v vt e i v 0 a s 37,400,224.( 26 51,137,831.
Organizations that follow SFAS 117 (ASC 958), check here P |£| and
2 complete lines 27 through 29, and lines 33 and 34.
% 27  Unrestricted netassets L 31,008,772.| 27 15,508,478,
g 28 Temporarily restricted netassets . . ... 228,939.| 28 560,891.
T|(29 Permanently restrictednetassets. . . . ... ... ... ........... 0 29 0
z Organizations that do not follow SFAS 117 (ASC 958), check here P D and
5 complete lines 30 through 34,
% 30 Capital stock or trust principal, or currentfunds _ . . . . .. ... ... 30
©131 Paid-in or capital surplus, or land, building, or equipmentfund = | 31
ff 32 Retained earnings, endowment, accumulated income, or other funds | | | | 32
2|33 Totalnetassetsorfundbalances . . . . . . ... ... ... ... ... . 31,237,711.] 33 16,069,369.
34 Total liabilities and net assets/fundbalances, . . . . v+« v v v o v u s 68,637,935.| 34 67,207,200,
Form 990 (2014)
JSA
4E1053 1,000
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HARBOR HOSPITAL 52-0491660

Form 990 (2014) Page 12
Recongciliation of Net Assets
Check if Schedule O contains a response or note to anyline inthisPart Xl . . . .. ... ... .. ......
1 Total revenue (must equal Part VIII, column {A), Ine 12) | . . . . . .. . v v v v v e e e e e e e 1 207,419,750.
2 Total expenses {must equal Part IX, column {(A), N2 25) | . L . i i v i v vt et e n e na e 2 196,522,891,
3 Revenue less expenses. Subtract ng Z from line 1, . . . . . . v v v it it e e e e e e 3 10,896,853,
4 Net assets or fund balances at beginning of year {must equal Part X, line 33, column (A)) . . ... 4 31,237,711.
5 Net unrealized gains (105588) ONINVESIMENS . . . L 0 v v i s e v v v v v v v o e v s s e o e 5 -18,906.
6 Donated servicesanduseoffacilities | . . . .. . ... ittt ittt s st snnnn 6 0
7 Investmentexpenses . . . . . . ... i e e e e e e e 7 0
8 Priorperiodadjustments . . . ... ... L. L e e e 8 0
9 Other changes in net assets or fund balances (explainin Schedule ©), . . ... .......... 9 -26,046,295,
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33,coumniB)) . . ......... .. ... .. . ... 10 16,069, 369.
Financial Statements and Reporting
Check if Schedule O contains a response or note to anylineinthisPart XIl , , .. ........ T D
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other ;
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O. L
2a Were the organization's financial statements compited or reviewed by an independent accountant? _ | | 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
Separate basis Consolidated basis D Both consolidated and separafe basis
b Were the organization's financial statements audited by an independent accountant? . . . . . .. ... . ... 2b | X
If "Yes,” check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
Separate basis Consolidated basis |:| Both consolidated and separate basis
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A=1337 « v v v v i v v v s e e i i e e e e s s e e e 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3hb
' Form 890 (2014)
JSA
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SCHEDULE A Public Charity Status and Public Support | oMB No. t545-0047

(Form 990 or 890-EZ)

Complete if the organization is a section 501(c)(3) organization or a section
4947(a){1} nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 9920-EZ. Opento F_‘ublic
Internal Revenus Service P Information about Schedule A (Form 890 or 990-EZ) and its instructions is at www.irs.gov/form990, Inspection
Name of the organization Employer identification number
HARBOR HOSPITAL 52-0491660

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is net a private foundation because it is: (For lines 1 through 11, check only one box.)

-~ o

w0 w

10
11

|| A chureh, convention of churches, or assaciation of churches described in section 170(b){(1)}{A)(i).

- A school described in section 170{b)(1)(A)(ii). (Attach Schedule E.}

A hospital or a cooperative hospital service organization described in section 170(b)(1){A)(iii).

|| A medical research organization operated in conjunction with a hospital described in section 170(b)(1){A){iii). Enter the

=

hospital's name, city, and state:

An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1}(A)(iv). (Complete Part IL.)

A federal, state, or local government or governmental unit described in section 170{b){1}(A){v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public

described in section 170(b)(1)(A}vi). (Complete Part I1.)

A community trust described in section 170(b){(1}{A)(vi). (Complete Part II.)
An organization that normally receives: (1) more than 334/3% of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Il}.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of
one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box in lines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.

|:| Type |. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving

a
the supported organization{s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

b Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
conirol or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

c Type |l functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported crganization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d Tyne |l non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement {see instructions). You must complete Part IV, Sections A and D, and Part V.

e Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type Il
functionally integrated, or Type Ill non-functionally integrated supporting organization.

f Enter the number of supported organizations ., . . . .. .. .. . it it it i e P, |:]

g Provide the following information about the supported organization(s}.

{i) Name of supported organization {if) EiN {iii) Type of organization | {iv} ts the organization | (v} Amouni of monetary (vi) Amount of
{described on lines 1-3  {listed In your goveming support {see ather support (see
above or IRC section docurment? instructions} Instructions)
(ses instructions))
Yes No

{(A)

(B) .

(C)

(D)

(E)

Total

For Paperwork Reduction Act Notice, see the Instructions for Schedule A {Form 990 or 990-EZ) 2014

JSA Form 990 or 990-EZ.
4E1ZI02000 g g gy 2502 V- 14-7.16 1793309



HARBOR HOSPITAL 52-0491660
Schadule A (Form 990 or 590-EZ) 2014 Page 2
Suppoert Schedule for Organizations Described in Sections 170(b)(1){A)(iv) and 170{(b)}(1)}{A){vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part lll. If the organization fails to qualify under the tests lisied below, please complete Part lil.)
Section A. Public Support
Calendar year (or fiscal year beginning in) W {a) 2010 {b) 2011 {c) 2012 (d) 2013 {e) 2014 {f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”) . . . . . .

2 Tax revenues levied for the
organization’s benefit and either paid
to orexpended onitsbhehalf . . . . . . .

3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .

4  Total. Add lines 1 through 3. . . . . . .

5 The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, columni{f}. . . . . ..

6  Public support. Subtract line 5 from tine 4.

Section B. Total Support
Calendar year (or fiscal year heginning in} {a} 2010 (b) 2011 (e) 2012 {d) 2013 {e) 2014 (f) Total

7 Amountsfromlined . .........

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources

9 Net income from unrelated business
activities, whether or not the business
is regularly carriedon . . . . . . . ...

10 Other income. Do not include gain or
loss from the sale of capital assets
{Explainin PartVl.) . . ... ......

11 Total support. Add lines 7 through 10 . .

12  Gross receipts from related activities, efc. {ses instructions) . . . . . . . e I 4
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxandstop here . . . v . . . o v v i v v i w e e e e e e e e s e e e e e e e s s s e e e s e > |____|
Section C. Computation of Public Support Percentage
14  Public support percentage for 2014 (line 6, column (f} divided by line 11, column(f)) . . ... ... 14 %
15 Public support percentage from 2013 Schedule A, Part Il line14 . . . . . . ... ... .. ..... 15 %
16a 331/3% support test - 2014, If the organization did not check the box on line 13, and line 14 is 331/2% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . . .. ... ... .. R € I:l
b 331/3% support test - 2013. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, , . . ... .. ...... > D

17a 10%-facts-and-circumstances test - 2014. [f the organization did not check a box on line 13, 16a, or 16b, and line 14 is

10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in

Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifiss as a publicly supported
OFgANIZAtioN, . L . L .t i e e e e e AU S I

b 10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.

Explain in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly

sUPPOrtad Organization , . . . . . . . . . e e e e e e e e e e e e e » [
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
NSIIUCTONS L L vy sttt e vt v e ot e e e et e e e e e e e e e e e i P D

Schedule A (Form 980 or 990-EZ) 2014

JSA
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HARRBOR HOSPITAL 52-0491660
Schedule A (Form 990 or 990-EZ) 2014 Page 3

Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A, Public Support
Calendar year (or fiscal year beginning in) (a} 2010 {b) 2011 {c) 2012 (d) 2013 (e}2014 (f) Total

1  Gifts, grants, contributions, and membership fees

received, (Do not include any "unusual grants.”)
2  Gross receipts from admissions, merchandise

sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose

3 Gross receipis from activities that are not an

unrelated trade or business under section 513 |

4 Tax revenuss levied for the

organization's benefit and either pald

to or expended on its behalf | |, . . . . .

§ The value of services or facllities

furnished by a governmental unit to the

arganization without charge

6 Total. Add lines 1 through 5

7a Amounts included on lines 1, 2, and. 3

received from disqualified persons . . . .

b Amounts included on lines 2 and 3

received from other than disqualified

persons that exceed the greater of $5,000

or 1% of the amount on line 13 for the year

c Addlines7aand7b. . . . . . . .. ..

8 Public support {Subfract line 7¢ from

lineB.) + & @ v v e e e e e e e e e
Section B. Total Support

Calendar year {or fiscal year beginning in) M {a) 2010 (b} 2011 (c) 2012 {d) 2013 (e) 2014 {f} Total

9 Amounts fromline6. . ... ... ...

10a Gross income from interest, dividends,

payments received on securities loans,

rents, royalfies and income from similar
SOUFCES . & v & & v & ¢ s s s s 4 s o 4 »

b Unrelated business taxable income (less
saction 511 faxes) from businesses
acquired after June 30, 1975

¢ Add lines 10a and 10b |

11 Net income from unrelated business
activities not included in line 10Qb,

whether or not the business is regularly
carriedOn » ¢ » 5 5 8 e 4 e xom a4 o

12 Other income. Do not include gain or
loss from the sale of capital assets

(ExplaininPartVL) . ., .. .......
13 Total support. {Add lines 9, 10c, 11,
and12) ... ... ...
14  First five years. If the Form 980 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
arganization, check this box and stophere. . . . . . . . .. T,
Section C. Computation of Public Support Percentage
15  Public support percentage for 2014 (line 8, column {f) divided by line 13, column (), , . . . .. .. .. ... 15 %
16 Public support percentage from 2013 Schedule A, Partllline 15, « « « v « « ¢« « s 1 s s s s e s a x| 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2814 {line 10¢, column (f) divided by line 13, column ()} , ., . . . ... .. 17 %
18 Investment income percentage from 2013 Schedule A, Part Il line 17 _ _ . . . . . . . v o v v o o o v u o 18 %

19a 331/3% support tests - 2014. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The arganization qualifies as a publicly supported organization W

b 331/3% support tests - 2013. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization W™

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions P
Schedule A (Form 980 or 990-EZ) 2014

4E12‘£§A2.000
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HARBOR HOSPITAL 52-~0491660
Schedule A (Form 990 or 990-E2) 2014 Page 4
Supporting Organizations
(Complete only if you checked a boxon line 11 of Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

1 . Are all of the organization's supported organizations listed by name in the organization's governing
documents? i "No," describe in Part VI how the supported organizations are designated. If designated by | .
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 508(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501{c)(4), (5), or (6)? If"Yes," answer | .
{b) and (c) below. 3a

b Did the organization confirm that each supported arganization qualified under section 501(c){4), (5}, or (8) and
satisfied the public support tests under section 509(a}2)? If "Yes," describe in Part VI when and how the |.. .
organization made the determination. 3b

¢ Did the crganization ensure that all support to such organizations was used exclusively for section 170{c)}2) | -
(B) purposes? If"Yes," expiain in Part VI what controls the organization put in place to ensure such use. 3c

da Was any supported organization not organized in the United States ("foreign supported organization™)? /f
"Yes" and if you checked T1a or 11b in Part I, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign

supported organization? If "Yes," describe in Part VI how the organization had such control and discrefion
despite being conirolled or supervised by or In connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c){(3) and 5092(a)}(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support fo the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4dc

5a Did the organization add, substitute, or remove any supported organizations during the tax year? /f "Yes,"
answer (B) and (¢} below (if applicable). Also, provide detail in Part Vi, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action,
(ifi) the authority under the organizalion’s organizing document authorizing such action, and (iv) how the action |
was accomplished (such as by amendment to the organizing document). 5a

b Type | or Type Il only. Was any added or substituted supported crganization part of a class already
designated in the organization's organizing document? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization's confrol? 5¢
6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (a) its supported organizations; (b) individuals that are part of the charitable class
benefited by one or more of its supported organizations; or {c) other supporting organizations that also
support or benefit one or more of the filing organization's supported organizations? If "Yes," provide detaif in |
Part Vi, 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial
contributar (defined in IRC 4988(c)(3}(C)), a family member of a substantial contributor, or a 35-percent
controlled entity with regard to a substantial contributor? if "Yes," complete Part | of Schedule L. (Form 990). 7

& Did the organization make a loan to a disqualified person {as defined in section 4858} not described in line 77 | . .
If"Yes," complete Part | of Schedule L (Form 990). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 509(a){1) or (2))? If "Yes," provide detail in Part VI, 9a

b Did one or mare disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which |. .
the supporting organization had an interest? /f"Yes," provide detail in Part V. 9b

¢ Did a disqualified person (as defined in line 9{a)) have an ownership interest in, or derive any personal benefit
frem, assets in which the supporting organization also had an interest? If"Yes," provide defaif in Part V1. 9¢

10a Was the organization subject to the excess husiness holdings rules of IRC 4943 because of IRC 4943(f)
(regarding certain Type |l supporting organizations, and all Type Il non-functionally integrated supporting
organizations)? If"Yes," answer (b) below. 10a

b DIid the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the orqanization had excess business holdings.) 10b

J5A Schedule A (Form 990 or 990-EZ) 2014
4E1229 2.000
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HARBOR HOSPITAL 52-0491660
Schedule A {(Form 990 or 990-EZ) 2014 Page 5
CETSSVA  Supporting QOrganizations (continued)

Yes| No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
helow, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in {a) or (b) above? If “Yes” fo a, b, or ¢, provide detail in Part VI. 11¢
Section B. Type | Supporting Organizations

Yes| No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all imes during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s aclivities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supporfed
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
Vi how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlfed the supporting organization. 2

Section C. Type ll Supporting Organizations

Yes| No

1  Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or frustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how controf
or management of the supporting organization was vested in the same persons that conirolled or managed o
the supported organization(s). 1

Section D. All Type lll Supporting Organizations

Yes| No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, {1} a written notice describing the type and amount of support provided during the prior
tax year, (2) a copy of the Form 990 that was most recently filed as of the date of notification, and {3} copies of
the organization's governing documents in effect on the date of notification, to the extent not previously
provided? 1

2  Were any of the organization's officers, directors, or trustees either (i) appointed or elected by the supported
organization{s) or (ii} serving on the governing body of a supported organization? if "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s}. 2

3 By reascn of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes, " describe in Part VI the rofe the organization’s
supported organizations played in this regard. : 3

" Section E. Type Il Functionally-Integrated Supporting Organizations
1 Check the box next fo the method that the organization used fo satisfy the Integral Part Test during the year (see instructions):
a The crganization satisfied the Activities Test. Compfete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The crganization supported a governmental entity. Describe in Parf VI how you supported a government entily (see instructions).

Yes| No

2 Activities Test, Answer (a) and (b} below.

a Did substantially all of the organization's activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? if "Yes," then in Part Vi identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization defermined
that these activities constituted substantially all of its activilies. 2a

b Did the activities described in (a} constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes,” explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these .
activities but for the organization’s involvement. 2b

3  Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide detaifs in Part VL 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each | ..
of its supported organizations? if "Yes,” describe in Part VI the role played by the organization in this regard. 3hb

JSA Schedule A (Form 980 or 990-EZ) 2014
4E1230 2,000
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HARBOR HOSPITAL 52-0491660

Schedule A (Form 990 or 990-EZ) 2014 Page B
Type Il Non-Functionally Integrated 509{a}{3} Supporting Organizations
1 Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All
other Type Il non-functionally integrated supporting organizations must complete Sections A through E.
Section A - Adjusted Net Income (A) Prior Year (B) Current Year
‘ {optional)
1 Net short-term capital gain 1
2 Recoverigs of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of praperty held for production of income {see instructions) ]
7 Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4) 8
Section B - Minimum Asset Amount (A} Prior Year ®) Cunjent Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assels held for part of year);
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1¢
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI): ]
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply line 5 hy .035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, lineg 8, Column A) 1
2 Enter 85% of line 1 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency femporary reduction (see instructions) 6

7 |__’ Check here if the current year is the organization's first as a non-functionally-integrated Type Il supporting organization (see
instructions).

Schedule A {(Form 990 or 890-EZ) 2014

JSA
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HARROR HOSPITAL

Sghedule A (Form 990 or 990-E2) 2014
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (confinued)
Section D - Distributions '

52-0491660

Page T

Current Year

Amounts paid to supported organizations to accomplish exempt purposes

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts {prior IRS approval required)

Other distributions (describe in Part VI). See Instructions.

Total annual distributions. Add lines 1 through 6.

Distributions to attentive supported organizations to which the crganization is responsive

(provide details in Part V). See instructions.

Distributable amount for 2014 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

]
Excess Distributions

(ii)

Underdistributions
Pre-2014

(iii)
Distributable
Amount for 2014

Distributable amount for 2014 from Section C, line 6

Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

w

Excess distributions carryover, if any, to 2014:

From2013 ........

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied {see instructions)

=l |o |(alo oo

Remainder, Subtract lines 3g, 3h, and 3i from 3f.

i-9

Distributions for 2014 from Section
D, line7: %

Applied to underdistributions of prior years

[=2

Applied to 2014 distributable amount

Remainder. Subtract lines 4a and 4b from 4.

Remaining underdistributions for years prior to 2014, if
any. Subtract lines 3g and 4a from line 2 {if amount
greater than zero, see instructions).

Remaining underdistributions for 2014. Subtract lines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

Excess distributions carryover to 2015, Add lines 3j
and 4c¢.

Breakdown of line 7:

Excéss from2013........

o la|o|T|o

Excessfrom2014 . . ... ...

JSA

4E1232 3.000
05468X 2502 V 14-7.16

1793309

Schedule A {(Form 990 or $90-E2Z) 2014



HARBOR HOSPITAL 52-0491660
Schedule A {Form 980 or 900-EZ) 2014 Page 8

Supplemental Information. Provide the explanations required by Part IL, line 10; Part I, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. {See instructions).

ISA Schedule A (Form 950 or 990-EZ) 2014

4E1225 3.000
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Schedule B Schedule of Contributors OMB No. 15460047
(Form 990, 990-EZ,

or 990-PF) » Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@1 4

Department ofthe T
|m§,?13| Reve?-uue%e;\?iizuw P Information about Schedule B (Form 950, 990-EZ, or 990-PF) and Its Instructions is at www.irs.gov/form990,

Name of the organization Employer identification number
HARBOR HOSPITAL

52-0491660

Organization type {check one):
Filers of: Section:
Form 990 or 990-EZ 501{c){ 3 } (enter number) organization

4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization

Form 990-PF

501{c){3} exempt private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

OO 00O 0O b

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note. Only a section 501{c)(7), (8), or {10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in moneay or property) from any one contributor. Complete Parts [ and Il. See instructions for determining a
contributor's total contributions.

Special Rules

D For an organization described in section 501(¢)(3) filing Form 990 or 990-EZ that met the 33 1/3 % support test of the
regulations under sections 509(a)(1) and 170(b}(1){A)vi), that checked Schedule A (Form 990 or 990-EZ), Part [, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000 or (2) 2% of the amount on (I) Form 980, Part VIII, line 1h, or (i) Form 990-EZ, line 1. Complete Parts | and II.

|:| For an organization described in section 501(c)(7}, (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or the prevention of cruelty to children or animals. Complete Parts |, Il, and Il

I:l For an organization described in section 501{c}7), (8), or (10) filing Form 890 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more during the year » s

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B {Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2, of its Form 930; or check the box on line H of its Form 990-EZ or on its
Form 990-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF, Schedule B (Form 990, 990-EZ, or 990-PF} {2014)

JSA
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Schedule B (Form 990, 99C-EZ, or 390-PF) (2014)

Pago 2

Name of organization HARBOR HOSPITAL

Employer identification number

52-0491660
I Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) ] (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll .
O e i04,527. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
B e eee___.29,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
= S Person
Payroll
e e e e e e e e el 23,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
g P ___.______25199.9:. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o B | Person
Payroll
e emeeen 18.000. | Noncash
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
s | Person
Payroll
M cmmcmeeen 232000, 1 Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 990, 990-EZ, or 990-PF} (2014)

Page 2

Name of organization HARBOR HOSPITAL

Employer identification number
52-0491660

m Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
e e e e e e e e et e e e e e e e ——______11,200. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payrall
e e e e e emn ee_____10,000. Noncash
(Complete Part 1 for
__________________________________________ noncash centributions.)
{a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o B | o Person
Payroll
S ———______10,000. Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b} (c) {(d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
LA Person
Payroll
e e e e e e e e e e e e - ______30,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (© (d)
No, Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
e e e e e ———______10,000. Noncash
(Complete Part Il for
__________________________________________ nancash contributions.)
(2) (b) (c) (d)
No, Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
e e e e e e e e e e e e e e - ______10,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
I8A Schedule B (Form 980, 990.EZ, or 990-PF} (2014)
4E1253 1,000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014}

Page 2

Name of organization HARBOR HOSPITAL

Employer identification number

52-0491660
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- ._1§ e Person
Payroll
e ————————— e ____5.000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
oA | Person
Payroll
e e B2 000 Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
oA Person
Payroll
e e eeee__5s000. Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
{a) (b) () (d)
No., Name, address, and ZIP + 4 Total contributions Type of contribution
T Person
Payroll
e e ___5:000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _12 | Person
Payroll
e ——— e ____5.000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _1§ | e Person
Payroll
e e___ 426,005 Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
1SA Schedule B (Form 990, 890-EZ, or 990-PF) (2014}
4E1253 1.000

05468X 2502 V 14-7.16
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Schedule B {Form 990, 990-EZ, or 990-PF)} {2014)

Page 2

Name of organization

HARBOER HOSPITAL

Employer identification number
52-0491660

m Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

{a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

19

128,573.

Person
Payroll
Noncash

{Complete Part Il for
noncash centributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)

Type of contribution

20

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(©)

Total contributions

(d)

Type of contribution

Parson
Payroll
Noncash

{Complete Part I for
noncash contributions.}

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

C)

Type of contribution

Person
Payroll
Noncash

{Complete Part || for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

JSA
4E1253 1

000

05468X 2502 vV 14-7.16

Schedule B {Form 980, 960-EZ, or 990-FF} (2014)
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Schedute B (Form 990, 990-EZ, or 990-PF) (2014)

Pme3

Name of organization HARBOR HOSPITAIL,

Employer identification number
52-0491660

IEIl Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

{a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
{see instructions}

(d)

Date received

(a) No.
from
Part |

(b)

{c}
FMV {or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b}

Description of noncash property given

(c)
FMV (or estimate}
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV {or estimate)
{see instructions)

(d)

Date received

—_————————,———,—_——_— e, ———————————

{a} No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

{a) No,
from
Part |

(b}

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

()

Date received

J5A
4E1254 1.000

05468X 2502

Schedule B {Form 980, 990-EZ, or 990-PF) (2014)
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Schedule B {Form 980, 990-EZ, or 880-PF) (2014)

Page 4

Name of organization HARBOR HOSPITAL

Employer identification number
52-0491660

m Exclusively religious, charitable, etc., contributions to organizations described in section 501(c}(7), (8), or (10)
that total more than $1,000 for the year from any one contributor. Complete columns (a) through {e) and the
following line entry. For organizations completing Part lIl, enter the tofal of exclusively religious, charitable, etc.,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) ™ $

Use duplicate copies of Part lIl if additional space is needed.

(a) No.
from
Part |

{b) Purpose of gift

(c) Use of gift

{a} No.
from
Part |

{a) No.
from
Part |

(a) No.
from
Part |

JSA
4E1255 1.000

05468X 2502 \Y

14-7.16

Schedule B (Form 990, 990-EZ, or 830-PF) {2014)
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SCHEDULE D
(Form 990)

Supplemental Financial Statements | o o 15450047

p-Complete if the organization answered "Yes" to Form 990, 2@ 1 4
Part IV, line 6, 7, 8, 9, 10, 113, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury P Attach to Form 990. Open to Public
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of tha organization Employer identification number
EARBOR HOSPITAL 52-0491660

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" o Form 990, Part IV, line 6.
{a) Donor advised funds (b) Funds and other accounts

Total numberatendofyear . ,.........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year} . .
Aggregate value atend ofyear, . ., .. ... .. ‘
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization's exclusive legalcontrol? . . . .. ... ... I:l Yes \:' No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . P e El Yes \:l No
Conservation Easements.
Complete if the organization answered "Yes" to Form 890, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use {e.g., recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

G AW N -

easement on the last day of the tax year. 4[| Held at the End of the Tax Year

a Total number of conservationeasements . . . . .......... e e e e 2a

b Total acreage restricted by conservationeasements . . . ... ... .. e . 2b

¢ Number of conservation easements on a certified historic structure included in(a}. . . . . 2c

d Number of conservation easements included in (¢) acquired after 8/17/06, and not on a
historic structure listed in the National Register. . . . . ... ... .. e e e e e e 2d

3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the

taxyear » _ _ _ _ _ _

4 Number of states where property subject to conservation easementislocated » _ _ _ ___ __ ___ ______
5 Does the organization have a written policy regarding the periedic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . ... ........... e |:| Yes I:l No
6 Staff and volunteer hours devoted to monitoring, Inspecting, and enforcing conservation easements during the year

»
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

>y _
8 Does each conservation easement reperted on line 2(d) above satisfy the requirements of section 170(h){4)(BXi)

and section 170(RNANBIIN? . . . . . . oo ettt e e e e e e e e e e [Jves Tlno

9 in Part XllIl, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the
organization’s accounting for conservation easements.

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes" to Form 990, Part IV, line 8.

1a |if the or?anization elected, as permitted under SFAS 116 {ASC 958), not to report in its revenue statement and balance sheet
works of art, historical freasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XllI, the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

(i} Revenueincludedin Form 880, PartVillline 1. ... ... ... i >
(ii) Assetsincluded inForm 990, Part X. . . . . . . o v 0 v it i i e e e e e e e | ik U

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 {ASC 958) relating to these items:

a Revenue included in Form 980, Part VIILINe 1 . . . . . . . o v i i i i s e e et et e e et gl S
b Assetsincluded in Form 990, Part X . o v v« v v v v v i u v s w e e e e e e e e e e e e s e e e e s s » 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990} 2014
Jsa
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HARBOR HOSPITAL 52-0491660

Schedule D (Form 990) 2014 Page 2

3

o

4

5

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items {check all that apply):
Public exhibition d Loan or exchange programs
Scholarly research e H Other
Preservation for future generations
Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIIL.
During the year, did the crganization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than fo be maintained as part of the organization's collection? , , . . . . |:| Yes D No

Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV, line 9,

or reported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 890, Part X7, . . L . . i it i i e e e e e e et e D Yes |:| No
b If "Yes," explain the arrangement in Part Xlll and complete the following table:
Amount
¢ Beginningbalance . ., , ., . ... ... .l e e e e ic
d Additonsduringtheyear . . ... .. ... ... .. . . i 1d
e Distributions during the vear . | . . . . . .. i i i it e e e e e e e e 1e
f Endingbalance . . ... ... ... ... ... ... e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? | |Yes | |No
b If "Yes," explain the arrangement in Part Xlil. Check here if the explanation has been providedinPart XIll, , .. .....
Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.
(a) Current year {b) Prior year (e) Two years back | {d) Three years back | {e) Four years back
1a Beginning of year balance | _ _ .
b Contributions , , .. .......
¢ Netinvestment earnings, gains,
andlosses, . . ... .......
d Grants or scholarships , , . ...
e Other expenditures for facilities
and programs | | | ., .. ...,
f Administrative expenses _ | , . .
g End of year balance, , , , . ...
2 Provide the estimated percentage of the current year end balance (line 1g, column {a)) held as:
a Board designated or quasi-endowment p %
b Permanent endowment p %
¢ Temporarily restricted endowment p %
The percentages in lines 2a, 2b, and 2¢ 'éﬁ'oﬁfa'éaﬁal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i} unrelated organiZations | | . . .yt s s e e e e e e e e T o 3a(i}
(i) related Organizations | | . . . . ... L e e 3a(ii)
b [ "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? . . . . ... .. ....... 3b
4 Describe in Part Xl the intended uses of the organization's endowment funds.
Land, Build_ings, and Equipment. ] ]
Complete if the organization answered "Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property {a) Cost or ather basis | {b) Cost or other basis {c) Accumulated () Book value
{investment) {ather) depreciaticn
Ta Land, | ... .. . 0 i e e 3,415,538. 3,415,538,
b Buildings , ... .... ... ... 61,736,108.| 52,943,901, 8,792,207.
¢ Leasehold improvements, , ., , ., .,.... 871, 258. 248,955, 622,303.
d Equipment _ . . . ... .. ........ 122,530,930, 99,811,165, 22,719,765,
e Other . . . . .. . . i 3,744,828, 2,291,275 1,453,553,
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, cofumn (B), line 10(c).) . . .. . . » 37,003,366.
Schedule D (Form 990) 2014
IS4
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HARBOR HOSPITAL
Schedule D (Form 990) 2014

52-0491660
Page3

E:Ta ' IF Investments - Other Securities.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

{a) Description of security or category
(including name of security)

{b} Book value

{¢) Method of valuation:
Cost or end-of-year market value

(1} Financfal derivatives , , ., . . .

(2} Closely-held equity interests

Tetal. (Column (b) must equal Form 990, Part X, col. (B) lina 12.)

LET YN Investments - Program Related.

Complete if the organization answered "Yes" to Form 990,

Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value

{c) Method of valuation:
Cost or end-of-year market value

(1)

(2}

(3}

(4}

(5)

(6)

4]

(8)

(9)

Total, (Column (b} must equal Form 990, Part X, col, (B) fine 13.)

Other Assets.

Complete if the organization answered "Yes" to Form 980, Part IV, line 11d. See Form 9380, Part X, line 15.

{a) Description

{b) Book value

{1

{2)

(3)

{4)

(5)

(6)

7

(8)

(9)

Total. {Column (b) must equal Form 890, Part X, col. B)line 15.). . . . ... .. ... .... PP

>

Other Liabilities.

Complete if the organization answered "Yes" to Form 290, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.
1, {a) Description of liability {b} Book value ;gjgx&eg;,; i %@ig%g‘ gg
H 5 Bina e r o b Bibes b ol
{1) Federal income taxes |;:<§ ?,;, z%%’ﬁ B ;‘ff%.’é é\{& : 5%3%%}
¥ S Tiens : VRl i Sl
(2) e i s
(3) Saon e FE i
Eheniiig i e
(4) Sl Chin e
1 s@m&ﬁ%&g ELiei e e
(5) dstntanie bl it
Hbaae helaa i
(8) R i L
SEE e e
i S He
{7) s e e e el
e e : 1
(8) (55 tne : Nt
S
()
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) P

2. Liability for uncertain tax positions. In Part X, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XllI

J5A
4E1270 1.000
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V 14-7.16
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HARBOR HOSPITAL 52-0491660
Schedule D (Form 990) 2014 Page 4

LEUP®] Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audited financial statements . ... 1
Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Netunrealized gains (losses) oninvestments . .. .. 2a

b Donated services and use offacilities _ . . ... ... ... ... .... 2b

¢ Recoveries of prioryeargrants ., ., . ... ................ 2¢

d Other (DescribeinPart XUL) . ... .. .. .. .. ... ..., 2d

e Addlines 2a through 2d 2e
3 Subtractline2efromline1 ... ........ ... ... ... ..., e 3
4  Amounts included on Form 980, Part VI, line 12, but not aon line 1:

a Investment expenses not included on Form 890, Part Vlll, line7b . . 4a

b Other (DescribeinPart XW.) . . . . .. .. . .. ... 4h

c Add |ines 4a and 4b --------------------------------------------- 4c
5 Total revenue. Add lines 3 and 4¢. (This must equal Form 990, Part!l, line 12) . . ... ... ... ... 5

EIIPAN  Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" to Form 890, Part IV, line 12a.

1 Total expenses and losses per audited financial statements 1
2  Amounis included on line 1 but not on Form 990, Part IX, line 25;

a Donated services and use of facilities 2a

b Prior year adjustments . """""""" 2b

¢ Otherlosses oo mrnm s 2c

q Other(Descfib'e'in'P'a r'tkll'l.)' ........................... %

e Addlines 2a though2d  ** 't 20
3 Subtractline 2e fromline | L L L. ... a3
4  Amounts included on Form 990, Part 1X, line 25, but not on line 1:

a Investment expenses not included on Form 980, Part VI, line 7b da

b Other (Describe nPartxty 4b

o Add lnes 4a and db T ac
5  Total expenses. Add lines 3 and 4e. (Th:s must éc}uél'l—"or'm'gbf), Part !, line 18) 5

CEURA  Supplemental Information.
Provide the descriptions required for Part 11, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part Xl, lines 2d and 4b; and Part Xl|, lines 2d and 4b. Also complete this part to provide any additional information.

SEE PAGE 5

JSA Schedule D (Form 990) 2014
4E1271 1.000
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Schedule D (Form 990) 2014 HARBOR HOSPITAL 52-0491660 Page 5
LETARAl]  Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART'X

INCOME TAXES ARE ACCOUNTED FOR UNDER THE ASSET AND LIABTLITY METHOD.
DEFERRED TAX ASSETS AND LIABILITIES ARE RECOGNIZED FOR THE FUTURE TAX
CONSEQUENCES ATTRIBUTAELE TO DIFFERENCES BETWEEN THE FINANCIAL STATEMENT
CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE
TAX BASES AND QOPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX
ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO
APPLY TO TAXABLE INCCME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES
ARE EXPECTED TO BE RECOVERED QR SETTLED., THE EFFECT ON DEFERRED TAX
ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE
PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION
ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF CHANGE.
THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH
THE FASB ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TAXES.
THERE WAS NO LIABILITY RECORDED FOR UNCERTAIN TAX POSITIONS AS OF JUNE

30, 2015.

Schedule D (Form 990) 2014

JSA
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Supplemental Information Regarding Fundraising or Gaming Activities | OMB No. 1545-0047

SCHEDULE G Complete if the organization answered "Yes" to Form 898, Part IV, lines 17, 18, or 19, or if the
(Form 990 or 990-EZ) organization entered more than $15,000 on Ferm 290-EZ, line 6a.

P Attach to Form 890 or Farm 990-EZ. Open to Public
Department of the Treasury - . 1 i 0 i
Internal Revenue Service Information about Schedule G {Form 990 or 980-EZ) and its instructions |s at www.irs.gov/form398§0, Inspection
Name of the organization Employer ldent!fication number

HARBOR HOSPITAL 52-0491660
m Fundraising Activities, Complete if the organization answered "Yes" to Form 990, Part IV, line 17.
Form 990-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants

c Phone solicitations g Special fundraising events

d In-person sclicitations

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? D Yes |:| No

b If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

. . (v) Amount paid to " .
{iii) Did fundraiser have {iv) Gross recelpts (or retained by) (vi) Amount paid to

cusmdy.or cfontrol of from activity fundraiser listed in or retafner.i by)
confributions? col. (i) organization

Yes No

{i) Name and address of individual
or entity (fundraiser) (it} Activity

3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from
registration or licensing.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-E2) 2014
JSA
4E1281 1.000

05468X 2502 VvV 14-7.16 17233408



HARBOR HOSPITAL

Schedule G (Form 990 or 990-E2) 2014
Fundraising Events. Complete if the arganization answered "Yes" to Form 890, Part IV, line 18, or reported more
than $15,000 of fundraising event contributions and gross income on Form 890-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

52-0491660
Page2

(a) Event #1 {b) Event #2 {c) Other avents (d) Total events
CAPSTONE EVENT {add col. {a) through
(event type) {event type) (total number) col. {c)}
2
@+ 1 Grossreceipts | . . . ... , 160,012, 160,012.
4
2 Less: Contributions ., , ., ... .. 126,662. 126,662,
3 Gross income (line 1 minus
- N I I e 33,350. 33,350.
4 Cashprizes, , .. ..........
5 Noncashoprizes, ,,.........
oy
216 Rentfacilitycosts . . . .......
&
S
1| 7 Foodandbeverages . . ... .. ..
g
L
5| 8 Entertainment , , ,,,.,.,.....
9 Other direct expenses , , , .., ... 50,901. 50,901.
10 Direct expense summary. Add fines 4 through 8@ incolumn(d) ., ., ..., . ' e ..... P 50,901.
11 Net income summary. Subtract line 10 fromline 3, coumn{d) . . . . . . ... ... ... ... ... > -17,551.
Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more
than $15,000 on Form 880-EZ, line 6a.
@ : b} Pull tabsfinstant ; (d) Total gaming (add
% (a} Bingo bir(:g)olprogress;vq bingo (c) Other gaming col. {a) through col. {¢}))
g
1 Grossrevenue | .. .. v v v v n v
@o| 2 Cashprizes, . .. ......
2
@
8| 3 Noncashprizes ., ..........
(i
§ 4 Rentfaciltycosts
£
5 Other directexpenses _ ., ., .. ...
| | Yes % | |Yes % il lYes %
6 Volunteerlabor No No No
7 Direct expense summary. Add lines 2 through 5 Incolumn{dy . . .. U
8 Net gaming income summary. Subtract line 7 from line f,column(d} , , ... ... ......... |

9 Enter the state(s) in which the organization conducts gaming activities:

a Is the organization licensed to conduct gaming activities in each of these states?_ . . . .. . ... . ... | Ives| [No
b If "No," explain:

10a Were any of the organization’s gaming licenses revoked, suspended or terminated during the taxyear?, . . . [ [Yes |__]No
b If "Yes," explain:

Schedule G (Form 990 or 990-EZ} 2014
JSA
4E1282 1.000

05468X 2502

vV 14-7.
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HARBOR HOSFITAL 52-0491660

$Schedule G {Form 990 or 990-E2) 2014 Page 3
11 Does the organization conduct gaming activities with nonmembers? _ |, . . . . . . . . .. . . . v .. |__] Yes [_J No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . v v v i i i e e e e s e e e e e e D Yes \:I No
13  Indicate the percentage of gaming activity conducted in:
a Theorganization'sfacility . . . ... ... ... ...t i e i e e 13a %
b Anoutsidefacility . . . . ... ... ... .. e e e e e 13b %
14 Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Name B
Address »__
15a Dces the organization have a contract with a third party from whom the organization receives gaming
PBVBIUE? | L L L . e Yes [ _|No
b If "Yes," enter the amount of gaming revenue received by the organization - $ and the

amount of gaming revenue retained by the third party » $
¢ [|f "Yes," enter name and address of the third party:

16  Garning manager information:

Description of services provided »

|:| Directorfofficer |:| Employee D Independent contractor

17 Mandatory distributions:
a [s the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming liCBNSE?, | . . . . . . ... . . ..ttt it i et e e \:| Yes D No
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the tax year p $
Supplemental Information. Provide the explanation required by Part |, line 2b, columns (iii) and (v), and
Part lll, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information
{ses instructions).

Schedule G {Form 990 or 990-E2) 2014
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

| omB No. 1545-0047

Hospitals

P Complete if the organization answered “Yes" to Form 990, Part IV, question 20,
P Attach to Form 990.
P Information about Schedule H (Form 980) and its instructions is at www.irs.gov/form930.

Name of the organization

Open to Public
Inspection
Employer identification numher

HARBOR HOSPITAL 52-0491660
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . 1a | X
b If"Yes,"wasitawrittenpolicy?. . « « -« v v v i N [ BB
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of

the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities

3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes,"” indicate which of the following was the FPG family income limit for eligibility for free care: a|X
100% 150% 200% Other % i g;z}%
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If “Yes," [&issjsis
indicate which of the following was the family income limit for eligibility for discounted care: | _ . . .. ... .... 3b | X
200% 250% 300% |y:| 350% 400% Other % i *t
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria | §’§§ HEdli
used for determining eligibility for free or discounted care. Include in the description whether the | %M
organization used an asset test or other threshold, regardiess of income, as a factor in determining eligibility | ﬁi{;
for free or discounted care. fisel -p *:
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the EEdiiad
tax year provide for free or discounted care to the "medically indigent"? . | . . .. e e e X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgetedamount? . . . . . . .. .. . ... 5b | X
¢ If "Yes" fo line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free ordiscountedcare? . . . . . . . . . v v o v oo Lo
6a Did the organization prepare a community benefit report during the taxyear? . . . . . . v o o v v vt e v
b If "Yes," did the organization make it available to the public? . . . . . . e e e e e e e e
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and | {2 Number of | (h) Persons (¢} Total community {d) Direct cifselting {e) Net community {f} Parcent
Means-Tested Government programs served benefit expense revenus benefit expense of total
Programs {opflanal) (optional) sxpense
a Financial Assistance at cost
(from Worksheet 1) .+ . . . 2,456,400, 2,456,400. 1.25
b Medicaid (from Worksheet 3,
columna) « « = « & & &
& Costs of other means-tested
government programs Sfrom
Worksheet 3, coumnb) | |
d Total Financial Assistance and
Means-Tested Government
Programs » s » » » » s & 2,456,400. 2,456,400. 1.25
Other Benefits
€ Community health improvement
services and community benefit
eoratione trom Worknoal 4} - 1,472,924. 558,997, 913, 927. .47
f Health professions education
(from Worksheet 5) - . - - 8,421,948, 3,160. 8,418,788. 4.28
g Subsiized health sendges (from
Workshest8) + « « « « = » 13,812,042, 7,812, 046. 5,999,996. 3.05
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit {from 70,484 70,484 04
Worksheet8), + « « « « + « ! - - - -
j Total. Other Benefits « - . . 23,777,398, 8,374,203. 15,403,195, 7.84
k_ ‘Total. Add lines 7d and 7. . 26,233,798. 8,374,203. 17,859,595, 2.09
For Paperwork Reduction Act Notice, see the Instructions for Form 980. Schedule H {Form 990) 2014
JSA  4E1284 1.000
05468X 2502 V 14-7.16 1793309
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Scheduls H (Form 980} 2014

52-0491660

Page 2

Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communifies it serves.

(a) Numberof | (b) Persons (c) Total community (d) Direct offsetting {e} Net community (f} Percent of
activities or served building expense revanue building expense total expense
ptograms {optianal}
{optional)
1 _Physical improvements and housing
2 Economic development 6,760. 6,760.
3 Cammunity support 4,115. 4,115.
4 Environmental improvements 60,397, 60,997. .03
5 Leadesship development and
training for community members
6 Coalition building
7 Community health improvement
advocacy 31,039. 31,039, .02
8 Workfarce development 6,071, 6,071.
9 Other 105. 105.
10 Total 109,087. 109,087. .05
2T Bad Debt, Medicare, & Collection Practices
Section A, Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatementNo.15?. . . . . . .. ... ... ... T
2 Enter the amount of the organization's bad debt expense. Explain in Part V| the
methodology used by the organization to estimate this amount, , , , ... ....... |2 8,884,360.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part V!
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. | . . . . . . . .. 3
4 Provide in Part V| the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (includingDSHand IME) . . ... .. ... 5
6 Enter Medicare allowable costs of care relating to paymentsonline5......... .6
7 Supfract line 6 from line 5. Thisis the surplus (orshortfally . . . .. ... ... ..... 7
8 Describe in Part VI the extent to which any shorifall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio l:’ Other
Section C. Collection Practices VI
9a Did the organization have a writien debt collection policy during the taxyear?. . . . . .. .. .. ... v as| 9a [ X
b If "Yes,” did the organization's collestion policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? Describein PartVl , . . . . . . « « « « « « « 9b | X

Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see Insiructions)
{a) Name of entity (b) Description of pimary {e) Organization's (d) Officers, directors, {e) Physicians'
activity of entity profit % or stock trusiees, or key profit % or stock
ownership % employees' profit % ownership %
or stack ownership %

1
2
3
4
5
6
7
8
9
10
1
12
13

JSA
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HARBOR EOQSPITAL 52-0491660
Schedute H (Form 990) 2014 Page 3

Facility Information

Section A. Hospital Facilities clolel|zlelzlnly
(list in order of size, from largest to smallest - see instructions) | & % £|8 § g0t
w I, =N 2
How many hospital facilities did the organization operate | & % g. 3 2 s g g
= =3 =
during the taxyear? 1 8 Elgiz|g|E|d
Name, address, primary website address, and state license | 5 | £ | 2 b =%
number (and if a group return, the name and EIN of the g - g Eacil
. L
subordinate hospital organization that operates the hospital ‘% - r;c;r'gng
facility) - Qther (describg) group
1 HARBOR HOSPITAL, INC.
3001 SOUTE HANOVER STREET
BALTIMORE MD 21225
XX X X
2
3
4
5
6
7
8
)
10

JEA
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HARBOR HOSPITAL 52-0491660
Schedule H (Form 990) 2014 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group HARBOR HOSPITAL, INC.

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group {from Part V, Section A}: 1

Community Health Needs Assessment r—ﬁ%@ﬁﬁ o
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facility in the

2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC | | , 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line 12

If "Yes," indicate what the CHNA report describes (check all that apply):
a [ X]| A definition of the community served by the hospital facility
b | X| Demographics of the community |
¢ [ X| Existing health care facilities and resources within the community that are available to respond to the it
___ health needs of the community 2%
d | X| How data was obtained gé‘
e | X| The significant health needs of the community '
f LX]| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups
o] The process for identifying and prioritizing community health needs and services to meet the
community health needs

i"*x’:

e

¥
g
Ehs g'm\g:

3%

s

i

o
- %‘;w =

i S e R B

o s 2 o

Lt
h The process for consulting with persons representing the community's interests é«%‘f .
i Information gaps that limit the hospital facility's ability to assess the community's health needs %}H«% i

] L Other (describe in Section C) 2 ik

4 |Indicate the tax year the hospital facility last conducted a CHNA: 20 _14

5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from

persons who represent the community, and identify the persons the hospital facility consulted , , ., ,.....[ 5 | ¥
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SeetionC , , , . .. .. e e e e e e e e e e e e e e 6a X

b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,”
list the other organizations IN SeclON G |, . . . i i vttt s b s e b ot s v s et ot s s s s s s s s s ans s

If "Yes," indicate how the CHNA report was made widely available (check all that apply):

Hospital facility's website (list ud), HTTP://WWW.MEDSTARHARBOR . ORG/

| ! Other website (list url):

Made a paper copy available for public inspection without charge at the hospital facility

L Other (describe in Section C}

8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skipto line 11, . . . . v v v vt vt v n v v v o s

9 Indicate the tax year the hospital facility last adopted an implementation strategy: 2014

a If “Yes," (|i3[ ur|): HTT?: //WWW .MEDSTARHAREOR. ORG/

b If "No," is the hospital facllity's most recently adopted implementation strategy attached to this return? _
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most |} ]
recently conducted CHNA and any such needs that are not being addressed together with the reasons why |

such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure fo conduct a
CHNA as required by section S0T(r)(3) 7 . . . . v v v i i st s s v v v s s st e
b If "Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? , .. ... .. ..

c If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

JSA
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Schedule H {Form 990) 2014 HARBOR HOSPITAL 52-0491660

Page 5

Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group HARBOR HOSPITAL, INC.

13

Jom =0 o 0T

14
15

16

oo oo

=g =]

Did the hospital facility have in place during the tax year a written financtal assistance policy that:
Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If *Yes,” indicate the eligibility criteria explained in the FAP:
Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 %
and FPG family income limit for eligibility for discounted care of 400 %
Income leve! other than FPG (describe in Section C)
Asset level
Medical indigency
Insurance status
Underinsurance status
Residency
Other (describe in Section C)

LT Toelse]se] ]

If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
Instructions) explained the method for applying for financial assistance {check all that apply):

Described the information the hospita! facility may require an individual to provide as part of his or her
application

Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application

Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process ’

Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications

Other (describe in Section C)

Included measures to publicize the policy within the community served by the hospital facility? . . . .. ...

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):

The FAP was widely available on a website (list url): HTTP: //WWW . MEDSTARHARBOR . ORG/

(1 bl Bl Bl [

The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

The FAP application form was available upen request and without charge (in public locations in the
hospital facility and by mail)

A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)

Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

Notified members of the community who are most likely to require financial assistance about availability
of the FAP

[ 1 other (describe in Section C)

LI
The FAP application form was widely available on a website (list url); HTTP: //WWW . MEDSTARHARBOR J(
A plain language summary of the FAP was widely available on a website (list url); HTTP: //WWW. MEDSTRRHA

Billing and Collections

17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon non-payment?, . . . . .. e e L e e e e e e e e e e e e e e
18  Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a Reporting to credit agency(ies)
b Selling an individual's debt to another party
c Actions that require a legal or judicial process
d Other similar actions (describe in Section C)
e None of these actions or other similar actions were permitted : -
Schedule H (Form 990) 2014
JSA
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Page 6

Facility Information {continued)

Name of hospital facility or letter of facility reporting group HARBOR HOSPITAL, INC.

19  Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts fo determine the individual's eligibility under the facility's FAP? | ., . .. ...
If “Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency(ies)

Selling an individual's debt to another party

Actions that require a legal or judicial process

Other similar actions {describe in Section C)

o o oW

Yes; No

e
b i
g; £ i

20  Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions Iisted"(whéth ro

not checked) in line 19 {check all that apply):

a || Nofified individuals of the financial assistance policy on admission

b || Notified individuals of the financial assistance policy prior to discharge

¢ || Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills

d | | Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
____financial assistance policy

e || Other(describe in Section C)

f None of these efiorts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . . .. ... ...

if “No," indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe

" in Section C)
d ‘:l Other (describe in Section C)

N
H s
™

o

i s i
Y e
s
if8 iy

de e

Y it
sl e

Charges to individuals Eligible for Assistance Under the FAP {FAP-Eligible Individuals)

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.

a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that ¢can be charged

b The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d [ ]| Other (describe in Section C}

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to

If "Yes," explain in Section C.
24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross

charge for any service provided to thatindividual? . . . . . v v v o 0 i L it s i e e e e

If "Yes," explain in Section C. ]

JSA
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HARBOR HOSPITAL 52-0491660
Schedule H {(Form 880) 2014 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

JSA Schedule H (Form 990) 2014
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HARBOR HOSPITAL 52-0491660
Schedule H {(Form 990} 2014 Page 8
Facility Information (confinued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year?

Name and address Type of Facility {describe)
1

10

Schedule H {Form 990) 2014
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Schedule H {Farm 990} 2014 Page 9
Supplemental information

Provide the following informaticon.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the crganization's financial assistance policy.

4 Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective ro[es of the
organization and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

CHARITY CARE AT COST

PART I, LINE 7A

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE.REST CF THE NATION. THE HEALTH SERVICES

COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE;SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S .
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

UNREIMBURSED MEDICAID

PART I, LINE 7B

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION {(HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S

JSA Schedule H (Form 930) 2014
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HARBOR HOSPITAL 52-0491660
Schedule H (Form 990) 2014 Page 9
=AY E  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, staie, or local government programs or
under the organization's financial assistance policy.

4 Community information. Describe the community the organization serves, taking into account the geographic area and
demegraphic constituents it serves.

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affilated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOCT ENABLE MARYLANWD HOSPITALS TO
BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. COMMUNITY
BENEFIT EXPENSES ARE EQUAL TO MEDICAID REVENUES IN MARYLAND, AS SUCH, THE
NET EFFECT IS ZERO. THE EXCEPTION TO THIS IS THE IMPACT ON THE HOSPITAL
OF ITS SHARE OF THE MEDICAID ASSESSMENT. IN RECENT YEARS, THE STATE OF
MARYLAND HAS CLOSED FISCAL GAPS IN THE STATE MEDICAID BUDGET BY ASSESSING

HOSPITALS THROUGH TEE RATE-SETTING SYSTEM.

BAD DEBT

PART III, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPORT BAD DEBT EXPENSE
IN ACCORDANCE WITH ASU 2011-07, WHICH REQUIRES CERTAIN HEALTHCARE
ENTITIES TO CHANGE THE PRESENTATION OF THEIR STATEMENT OF OPERATIONS BY
RECLASSIFYING THE PROVISION FOR BAD DEBTS ASSOCIATED WITH PATIENT SERVICE
REVENUE FROM AN OPERATING EXPENSE TO A DEDUCTION FRCM PATIENT SERVICE
REVENUE (NET OF CONTRACTUAL ALLOWANCES AND DISCOUNTS) . HOWEVER, MEDSTAR

AND ITS AFFILIATED ENTITIES DO NOT MAKE A DETERMINATICN AS TO WHETHER

A Schedule H (Form 990) 2014
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HARBOR HOSPITAL 52-0491660

Schedule H {(Form 990} 2014 Page 9@

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part | and Part Il, lines 2, 3, 4, 8 and
gh.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

SELF PAY AMOUNTS ARE COLLECTIBLE IN DETERMINING REVENUZ RECOGNITION.

RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON HISTORICAL COLLECTION
RESULTS AND WHICH ARE ADJUSTED PERICDICALLY BASED ON ACTUAL COLLECTIONS
EXPERIENCE, ARE USED TO ESTIMATE UNCOLLECTIBLE AMOUNTS ACROSS ALL PAYCRS
INCLUDING SELF PAY. BAD DEBT DETERMINATIONS ARE MADE ONLY AFTER
SUFFICIENT EVIDENCE IS OBTAINED TO SUPPORT THAT AN AMOUNT I8 NOT

COLLECTIBLE.

MEDICARE

PART III; LINE 8

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERMNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL, MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. aAS SUCH,

JSA
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Schedule H (Form 990) 2014 Page 9

=F1AYl Supplemental Information

Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part I| and Part Ill, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy. .

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in prometing the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report,

THE NET EFFECT FOR MEDICARE EXPENSES AND REVENUES IN MARYLAND IS ZERO.

CHNA TINPUT

PART V, SECTION B, LINE 5

HOSPITAL LEAD

ROLE DESCRIPTION

THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) HOSPITAL LEAD SERVES AS THE

COORDINATOR OF ALL ASPECTS OF THE COMMUNITY HEALTH ASSESSMENT PROCESS.

HE/SHE EELPS ESTABLISH AND COORDINATE THE ACTIVITIES OF THE ADVISORY TASK

FORCE. THE LEAD ALSQO HELPS PRODUCE THE HOSPITAL'S COMMUNITY HEALTH NEEDS

ASSESSMENT AND IMPLEMENTATION STRATEGY. HE/SHE WORKS COLLABORATIVELY WITH

REPRESENTATIVES FROM THE CORPORATE COMMUNITY HEALTH DEPARTMENT AND

GEORGETOWN UNIVERSITY. THE LEAD ALSO WORKS CLOSELY WITH THE WRITER.

HE/SHE REVIEWS ALL NARRATIVES PRIOR TC PUBLICATION.

NAME OF HOSPITAL LEAD: LESLIE HUGHAN

JSA
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Schedule H (Form 990) 2014 Page 9
CETRAYYN  Supplemental Information

Provide the following infermation.

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 8a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the -geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, ete.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

EXECUTIVE SPONSOR

ROLE DESCRIPTICN

THE EXECUTIVE SPONSCOR SERVES AS THE CONDUIT BETWEEN THE ADVISORY TASK

FORCE AND THE SENIOR MANAGEMENT TEAM. THE SPONSOR IS AN ACTIVE

PARTICIPANT OF THE ADVISORY TASK FORCE AND HE/SHE COMMUNICATES THE

HOSPITAL'S CLINICAL STRENGTHS AND PROGRAM PRIORITIES TO DIVERSE

AUDIENCES.

NAME OF EXECUTIVE SPONSCR: JILL JOHNSON

ADVISORY TASK FORCE

ROLE DESCRIPTION

THE ADVISORY TASK FORCE (ATF) REVIEWS PRIMARY/SECCNDARY DATA AND

LOCAL/STATE/FEDERAL COMMUNITY HEALTH GOALS. BASED ON FINDINGS, THE ATF

PROVIDES INPUT INTO THE HOSPITAL'S THREE-YEAR IMPLEMENTATION STRATEGY.

AS AMBASSADORS FOR THE CHNA PROCESS, THE ATF MEMBERS SUPPORT EFFORTS TO

OPTIMIZE COMMUNITY PARTICIPATION.

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part 1lI, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

NOTE:

THE ATEF SHOULD BE A COMBINATION OF COMMUNITY REPRESENTATIVES AND STAFF.

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.

NAME TITLE/AFFILIATION WITH NAME OF ORGANIZATION

HOSPITAL

ANTIGONE VICKERY DIRECTOR, OFFICE OF ASSESS- ANNE ARUNDEL COUNTY

MENT, PLANNING & RESPONSE DEPARTMENT OF HEALTH

ARUNA CHANDRAN, CHIEF OF EPIDEMIOLOGY BALTIMORE CITY HEALTH

MD, MPH DEPARTMENT

BRENT FLICKINGER DIRECTOR,OFFICE ASSESSMENT, BALTIMORE CITY

PLANNING & RESPONSE DEPARTMENT OF PLANNING

JBA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part [ll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
arganization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

JOANNE ROBINSON CHALIRPERSON CHERRY HILL COMMUNITY

ACTION CENTER

MICHAEL MIDDLETON  CHAIRPERSON CHERRY HILL COMMUNITY
COALITION
CATHY MCCLAIN EXECUTIVE DIRECTOR CHERRY HILL TRUST
WILL SEBREE COMMUNTITY OUTREACH FAMILY HEALTH CENTERS OF
ADVOCATE BALTIMORE
TRACEY GARRETT DRESTDENT FRIENDSHIP ACADEMY AT

CHERRY HILL

ELEMENTARY /MIDDLE SCHOOL

KERUNNE

KETLOGETSWE, MD CARDIOLOGIST MEDSTAR HARBOR HOSPITAL

JSA
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EAYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking inte account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, ete.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.
NED CAREY CHATRMAN, BOQARD QF MARYLAND AVIATION
DIRECTORS . ADMINISTRATION
DAVID HAGER, MD CHAIRMAN DEPT. OF MEDSTAR HARBOR HOSPITAL

EMERGENCY MED.

LUIS RIVERA- ENDOCRINQLOGIST MEDSTAR HARBOR HOSPITAL

RAMIREZ, MD

LESLIE HUGHAN MANAGER, COMMUNITY MEDSTAR HARBOR HOSPITAL
RELATIONS
CALVERT MOORE, SCHOCOL HEALTH RESOURCE MEDSTAR HARBOR HOSPITAL

DNP, RN, APHN-BC COORDINATOR

JILL JOHNSON VICE PRESIDENT, OPERATIONS MEDSTAR HARBOR HOSPITAL
ROBERT DART, MD PRIMARY CARE PHYSICIAN MEDSTAR HAREOR PRIMARY
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ETZAYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part i, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. [f applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

CARE

IMPLEMENTATION STRATEGIES

PART V, SECTION B, LINE 8

THE IMPLEMENTATION STRATEGIES SERVE AS A ROADMAP FOR HOW COMMUNITY

BENEFIT RESCURCES WILL BE ALLOCATED AND DEPLOYED. MEDSTAR'S HOSPITALS

WILL BE ABLE TO MEASURE QUR CONTRIBUTION TC IMPROVING THE HEALTH OF

UNDERSERVED AND VULNERABLE POPULATIONS IN THE REGIONS WE SERVE.

THREE-YEAR IMPLEMENTATION STRATEGIES WITH MEASURABLE OBJECTIVES WERE

DEVELOPED FOR EACH HOSPITAL'S COMMUNITY BENEFIT SERVICE AREA - A SPECIFIC

COMMUNITY OR TARGET POPULATION OF FOCUS. PRIORITIES WERE BASED ON

COMMUNITY NEED AS DETERMINED BY QUANTITATIVE DATA AND COMMUNITY INPUT, AS

WELL AS ON HOSPITAL EXPERTISE, RESOQURCES, STRENGTHS OF EXISTING

PROGRAMMING AND PARTNERSHIPS, AND ALIGNMENT WITH NATIONAL, STATE, AND

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH

DEPARTMENT WILL PROVIDE SYSTEM-WIDE COORDINATICN AND OVERSIGHT OF

COMMUNITY BENEFIT PROGRAMMING.

ISA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part Il and Part Ill, fines 2, 3, 4, 8 and
ob.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance, Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

NEEDS ASSESSMENT

PART VI, LINE 2

IN FY1l5, MEDSTAR HARBOR HOSPITAL CONDUCTED A COMMUNITY HEALTH NEEDS

ASSESSMENT (CHNA) IN ACCORDANCE WITHE THE GUIDELINES ESTABLISHED BY THE

PATIENT PROTECTION AND AFFORDAELE CARE ACT AND THE INTERNAIL REVENUE

SERVICE.

THE HOSPITAL'S CHNA WAS LED BY AN ADVISORY TASK FORCE (ATF) COMPRISED OF

A DIVERSE GROUP OF 16 INDIVIDUALS, INCLUDING HOSPITAL REPRESENTATIVES,

PUBLIC HEALTH LEADERS, AND OTHER STAKEHOLDER ORGANIZATIONS, SUCH AS

REPRESENTATIVES FROM LOCAL HEALTH DEPARTMENTS. THE ATF REVIEWED

QUANTITATIVE AWD QUALITATIVE COMMUNITY HEALTH DATA, AS WELL AS LOCAL,

REGIONAL AND NATIONAL HEALTH GOALS.

BASED ON THEIR FINDINGS, ATF MEMBERS DESIGNED A SURVEY TO IDENTIFY TRENDS

IN HOW PARTICIPANTS PERCEIVED THE SEVERITY OF KEY HEALTE ISSUES IN THE

FOLLOWING CATEGORIES: WELLNESS AND PREVENTION, ACCESS TO CARE, QUALITY OF

LTIFE, AND ENVIRONMENT. COMMUNITY MEMBERS RESPONDED TO THE SURVEY BY

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3'0. 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance, Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government ‘programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facllities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
crganization, files a community benefit report.

ATTENDING A COMMUNITY INPUT SESSION CR COMPLETING IT ONLINE OR VIA

HARDCOPY.

BASED ON THE ATF'S RECOMMENDATION, THE HOSPITAL IDENTIFIED SOUTHERN

BALTIMORE AND NORTHERN ANNE ARUNDEL COUNTY AS ITS COMMUNITY BENEFIT

SERVICE AREA (CBSA) - A GEQGRAPHY WITH A HIGH DENSITY OF LOW-INCOME OR

VULNERABLE RESIDENTS WITHIN CLOSE PROXIMITY OF¥ THE HOSPITAL. HEALTH

PRIORITIES FOR THE CBSA INCLUDE CHRONIC DISEASE (HEART DISEASE/STROKE,

CANCER, DIARBRETES, AND OBESITY), AND CHILD BAND FAMILY WELLNEZSS.

THE HOSPITAL'S FY15 CHNA AND THREE-YEAR IMPLEMENTATION STRATEGIES WERE

ENDORSED BY MEDSTAR HARBOR'S BOARD OF DIRECTORS AND APPROVED BY THE

MEDSTAR HEALTH BOARD OF DIRECTORS. THE DOCUMENT WAS PUBLISEED ON THE

HOSPITAL'S WEBSITE ON JUNE 30, 2015.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDRSTAR HARBOR

ROUTINELY PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT WORXGROUP.

THE WORKGROUP IS COMPRISED OF COMMUNITY HEALTH PROFESSIONALS WHO

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, In addition to

‘any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information impertant to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
hoard, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

REPRESENT ALL TEN MEDSTAR HOSPITALS. THE TEAM ANALYZES LOCAL AND REGIONAL

COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH

PROGRAMMING PERFORMANCE AND EVALUATICON MEASURES AND SHARES BEST

PRACTICES.

PATTENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

AS ONE OF THE REGION'S LEADING NOT-FOR-PROFIT HEALTHCARE SYSTEMS, MEDSTAR

HEALTH IS COMMITTED TC ENSURING THAT UNINSURED PATIENTS WITHIN THE

COMMUNITIES WE SERVE WHO LACK FINANCIAL RESQURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE FACILITIES

WILL:

TREAT ALL PATIENTS EQUITABLY, WITH DIGNITY, WITH RESPECT AND WITH

COMPASSION.

*

SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PFRESENTS AT

OUR FACILITIES REGARDLESS OF A PATIENT'S ABILITY TO PAY FOR CARE.

ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH OUR ADMISSIONS

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

PROCESS FOR NON-URGENT, MEDICALLY NECESSARY CARE WHO CANNOT PAY FOR PART

OF ALL OF THE CARE THEY RECEIVE.

BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER

FISCAL RESPONSIBILITIES IN ORDER TO KEEP ITS HOSPITALS' DOORS OPEN FCR

ALL WHO MAY NEED CARE IN THE COMMUNITY.

IN MEETING ITS COMMITMENTS, MEDSTAR HEALTH'S FACILITIES WORK WITH THEIR

UNINSURED PATIENTS TC GAIN AN UNDERSTANDING OF EACH PATIENT'S FINANCIAL

RESQURCES PRIOR TO ADMISSION (FOR SCHEDULED SERVICES) OR PRIOR TO BILLING

(FOR EMERGENCY SERVICES). BASED ON THIS INFORMATION AND PATIENT

ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES ASSISTS UNINSURED PATIENTS WHO

RESIDE WITHIN THE COMMUNITIES WE SERVE IN ONE OR MORE OF THE FOLLOWING

WAYS:

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

{E.G., MEDICAID;}.

&

ASSIST WITH CONSIDERATICN OF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE CORGANIZATIONS.

JSA
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=EAAYUR  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs raported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy. '

Community information. Describe the community the organization serves, takihg into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report, If applicable, identify all states with which the crganization, or a related
organization, files a community benefit report.

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

*®

PROVIDE FINANCTIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING

A SLIDING SCALE BASED ON PATIENT FAMILY INCOME AND FINANCIAYT, RESOQURCES.

*

OFFER PERICDIC PAYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

THEIR HEALTHCARE SERVICES.

EACH FACILITY POSTS THE POLICY, INCLUDING A DESCRIPTION OF THE APPLICABLE

COMMUNITIES IT SERVES, IN EACH MAJOR PATIENT REGISTRATION AREA AND IN ANY

OTHER AREAS REQUIRED BY APPLICABLE REGULATIONS, COMMUNICATES THE

INFORMATION TO PATIENTS AS REQUIRED BY THIS POLICY AND APPLICAELE

REGULATIONS AND MAKES A COPY OF THE POLICY AVAILABLE TO ALL PATIENTS.

ADDITIONALLY, THE MARYLAND PATIENT INFORMATION SHEET/MEDSTAR'S PATIENT

INFORMATION SHEET IS PROVIDED TO INPATIENTS ON ADMISSION AND AT TIME OF

FINAL ACCOUNT BILLING.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPCONSIBILITIES

RELATED TO THE FINANCIAL ASPECTS OF THEIR HEALTHCARE NEEDS. THE CHARITY

JEA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taklng into account the geographic area and
demographic constituents it serves. :
Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
beard, use of surplus funds, ete.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

CARE, FINANCIAL ASSISTANCE, AND PERIODIC PAYMENT PLANS AVAILABLE UNDER

THIS PCLICY ARE NOT AVAILABLE TO THOSE PATIENTS WHO FAIL TO FULFILL THEIR

RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT RESPONSIBILITIES

INCLUDE:

COMPLETING FINANCIAL DISCLOSURE FCRMS NECESSARY TO EVALUATE THEIR

ELIGIBILITY FOR PUBLICLY-FUNDED HEALTHCARE PROGRAMS, CHARITY CARE

PROGRAMS, AND OTHER FORMS OF FINANCIAL ASSISTANCE. THESE DISCLOSURE FORMS

MUST BE COMPLETED ACCURATELY, TRUTHFULLY, AND TIMELY TO ALLOW MEDSTAR

HEALTH'S FACILITIES TO PROPERLY COUNSEL PATIENTS CONCERNING THE

AVAILABILITY OF FINANCIAL ASSISTANCE.

*

WORKING WITH THE FACILITY'S FINANCIAL COUNSELORS AND OTHER

FINANCIAL SERVICES STAFF TC ENSURE THERE IS A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATION AND CONSTRAINTS.

*

COMPLETING APPROPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY,

MAKTING APPLTICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHION,

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
Sb.

Needs assessment. Describe how the corganization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
underﬂm(xganmaUOnsﬁnanmalasmsmncepohcy

Community ‘Information. Describe the community the organlzatlon serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

INCLUDING ANY PAYMENTS MADE PURSUANT TO DEFERRED AND PERIODIC PAYMENT

SCHEDULES .

PROVIDING UPDATED FINANCIAL: INFORMATION TO THE FACILITY'S

FINANCIAL COUNSELORS ON A TIMELY BASIS AS THE PATIENT'S CIRCUMSTANCES MAY

CHANGE.

IT IS THE RESPONSIBILITY OF THE PATIENT TO INFCRM THE MEDSTAR

HOSPITAL OF THEIR EXISTING ELIGIBILITY UNDER A MEDICAL HARDSHIP DURING

THE 12-MONTH PERIOCD.

UNINSURED PATIENTS OF MEDSTAR HEALTH'S FACILITIES MAY BE ELIGIBLE FOR

CHARITY CARE OR SLIDING-SCALE FINANCIAL ASSISTANCE UNDER THIS POLICY. THE

- FINANCIAL COUNSELCORS AND FINANCIAL SERVICES STAFF DETERMINE ELIGIBILITY

FOR CHARITY CARE AND SLIDING-SCALE FINANCTAL ASSISTANCE BASED ON REVIEW

OF INCOME FOR THE PATIENT AND THEIR FAMILY (HOUSEHOLD), OTHER FINANCIAL

RESOURCES AVAILABLE TQ THE PATIENT'S FAMILY, FAMILY SIZE, AND THE EXTENT

OF THE MEDICAL COSTS TO BE INCURRED BY THE PATIENT.
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part [ll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking info account the geographic area and
demographic constituents 1t serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

COMMUNITY INFORMATION

PART VI, LINE 4

GEQGRAPHIC:

MEDSTAR HARBOR HOSPITAL'S CBSA INCLUDES ALL RESIDENTS OF ZIP CODE 21225,

TEE HOSPITAL'S HOME ZIP CODE. THE CBSA SPANS SOUTHERN BALTIMORE CITY AND

NORTHERN ANNE ARUNDEL COUNTY, AND INCLUDES FOUR NEIGHBORHOODS: EBROQKLYN,

BROOKLYN PARK, CHERRY HILL AND PUMPHREY. IN PARTICULAR, THE HOSPITAL WILL

FOCUS ON THE CHERRY HILL COMMUNITY. THIS AREA WAS SELECTED DUE TO ITS

VERY EIGH POVERTY RATE AND ITS CLOSE PROXIMITY TO THE HOSPITAL, AS WELL

AS THE OPPORTUNITY TO BUILD ON PRE-EXISTING PROGRAMS, SERVICES, AND

PARTNERSHIPS.

DEMOGRAPHIC:

CHERRY HILL IS HISTORICALLY A BLACK/AFRICAN AMERICAN NEIGHBORHOOD, WITH

ROOTS GOING BACK TO THE 17TH CENTURY. AFTER WORLD WAR IT, MORE THAN 600

HOUSING UNITS WERE BUILT THERE BY THE UNITED STATES WAR HOUSING

ADMINISTRATION, SPECIFICALLY FOR AFRICAN AMERICAN WAR WORKERS. SHORTLY

AFTER THE WAR, THESE UNITS WERE MADE INTO LOW-INCOME HOUSING. ADDITIONAL

JSA

Schedule H {Form 990) 2014

4E 1327 1.000

05468X 2502 V 14-7.1%6 1793303



EARBOR HOSPITAL 52-0491660

Schedule H (Form 990) 2014 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lli, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

LOW-INCOME HOUSING UNITS HAVE BEEN ADDED THRQUGHOUT THE YEARS, MAKING

CHERRY HILL ONE OF THE LARGEST HOUSING PROJECTS EAST OF CHICAGO.

THE AMERICAN COMMUNITY SURVEY ESTIMATES THE POPULATION OF ZIP CODE 21225

AT 35,401. THE POPULATION IN CHERRY HILL IS 9,285, AND 95% OF CHERRY HTILL

RESIDENTS ARE BLACK/AFRICAN AMERICAN, AS COMPARED WITH 63.3% OF BALTIMORE
AS A WHOLE. APPROXIMATELY 52% OF CHERRY HILL HOQUSEHOLDS WITH CHILDREN

WERE HEADED BY A SINGLE PARENT, HIGHER THAN THEE CITYWIDE PERCENTAGE OF

TWENTY -SEVEN PERCENT CF CHERRY HILL RESIDENTS AGES 25 YEARS AND OLDER DO
NOT HAVE A HIGH SCHOOL EDUCATION, WHILE LESS THAN 6% OF ADULTS 25 AND
OLDER HAVE A BACHELOR'S DEGREE OR HIGHER. THE MEDIAN HOUSEHOLD INCOME FCR
CHERRY HILL IN IS $18,118, WHICH IS LESS THAN HALF OF THE MEDIAN
HOUSEHOLD INCOME FOR THE ENTIRE CBSA ($37,149) , AND APPROXIMATELY 44.5%

OF CHERRY HILL FAMILIES LIVE IN POVERTY.

IN TERMS OF HEALTH CARE, THE CEERRY HILL COMMUNITY HOUSES MHH, AS WELL AS

JSA
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Provide the following information.

1

A

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Il], lines 2, 3, 4, 8 and
gb.

Needs assessment. Describe how the crganization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization Informs and educates patlents and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance paolicy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital fagilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, efc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

LOCAL BRANCH OF THE FAMILY HEALTH CENTERS OF BALTIMORE, WHICH IS A

FEDERALLY QUALIFIED HEALTH CENTER (FQHC)} PROVIDING HEALTH CARE SERVICES

ON A SLIDING FEE SCALE. IN ADDITION, BALTIMORE CITY HEALTH DEPARTMENT

PROGRAMS OPERATE CITY-WIDE, AND VARIQOUS MOBILE SERVICES-SUCH AS A NEEDLE

EXCHANGE PROGRAM, VICLENCE PREVENTION, MATERNAL AND INFANT NURSING, LEAD

POISONING AND ABATEMENT PROGRAMS AND OTHERS-IN THE CHERRY HILL AREA.

ACCORDING TO THE CHERRY HILL HEALTH PROFILE, THE LIFE EXPECTANCY AT BIRTH

OF A CHERRY HILL RESIDENT IS 67.8, AS COMPARED TO 71.8 IN BALTIMORE CITY

AS A WHOLE AND 78.5 IN THE UNITED STATES. HEART DISEASE ACCOUNTS FOR 25%

OF ALL DEATHS, AND CANCER ACCOUNTS FOR 17%. STROKE, HIV/AIDS AND HOMICIDE

ARE LESS COMMON BUT, WHEN COMBINED, CAUSE 20%0F DEATHS IN THIS AREA.

HIGH RATES OF TYPE 2 DIABETES AND HEART DISEASE, INCLUDING STRCKE, ALSO

OCCUR IN THIS COMMUNITY. FOR A VARIETY OF REASONS, INCLUDING THE HIGH

POVERTY RATE AND LOW RATE OF HEALTH CARE INSURANCE COVERAGE, MANY CHERRY

HILL RESIDENTS OFTEN USE THE MEDSTAR HARBOR HOSPITAL EMERGENCY DEPARTMENT

FOR PRIMARY CARE SERVICES. A STEADY DECREASE IS ANTICIPATED IN THIS AREA

JSA
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HARBOR HOSPITAL 52-0491660

Schedule H (Form 890) 2014 Page 9

=EVsaYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part 1], lines 2, 3, 4, 8§ and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents It serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
crganization, files a community benefit report.

OVER THE NEXT FEW FISCAL YEARS AS PATIENTS BECOME INSURED THROUGH THE

AFFORDABLE CARE ACT. DESPITE THE CONVENLIENT NEIGHBCRHOOD LOCATION OF A

FQHC, MANY RESIDENTS DO NOT UTILIZE A PRIMARY CARE PHYSICIAN. TYPICALLY,

A CHRONIC CONDITION, SUCH AS DIABETES OR EEART DISEASE, PRESENTS SEVERE

ENOUGH SYMPTOMS TO WARRANT A TRIP TO THE EMERGENCY DEPARTMENT. IN MANY

CASES, SEVERAL CO-MORBIDITIES ARE FOUND TO BE PRESENT AT THIS TIME.

WITHOUT PRIMARY CARE FOLLOW-UP, HOWEVER, THESE CONDITIONS USUALLY CANNOT
BE ADDRESSED FULLY IN THE TIME ALLOTTED FOR THE EMERGENT ISSUE. IN OTHER
CASES, PATIENTS MAY HAVE SYMPTOMS OF A MUCH LESS SERIQUS ILLNESS-A SIMPLE
COLD, FOR EXAMPLE-BUT, SINCE THEY DO NOT HAVE A PRIMARY HEALTH CARE

PROVIDER, THEY ALSO VISIT THE EMERGENCY DEPARTMENT FOR THESE AILMENTS, AS

A RESULT, MANY OF THEIR MOST BASIC HEALTH NEEDS OFTEN ARE NOT MET.

PROMOTION OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR HARBOR PROVIDED SERVICES TO IMPROVE THE
HEALTH AND WELL-BEING OF RESIDENTS IN ONE OF THE MCST UNDERSERVED

COMMUNITIES IN BALTIMORE CITY - CHERRY HILL. PRIORITY AREAS QF FOCUS, AS

JSA
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HARBOR HOSPITAL 52-0451660

Schedule H (Form 920) 2014 Page 9

Supplemental Information

Provide the following informaticn.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, faking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

DETERMINED BY THE COMMUNITY HEALTH NEEDS ASSESSMENT, ARE CHRONIC DISEASE,

SPECIFICALLY TARGETING HEART DISEASE/STROKE, CANCER, DIABETES, AND

OBESITY; AND CHILD AND FAMILY WELLNESS. IN EFFORT TO REDUCE THE

INCIDENCE, PREVALENCE AND RISK FACTORS CONTRIBUTING TO CHRONIC DISEASES,

THE HOSPITAL WILL OFFER A WALKING PRCGRAM THAT WILL FOCUS ON INCREASING

PHYSICAL ACTIVITY.

MEDSTAR HARBOR WILL ALSQO COLLABORATE WITH THE MEDSTAR VISITING NURSES

ASSOCIATION TO PROVIDE FREE BLOOD PRESSURE AND DIABETES SCREENINGS IN

COMMUNITY SETTINGS. PARTICIPANTS WITH ELEVATED BLOOD PRESSURE AND

BLOOD/GLUCOSE LEVELS WILL BE NAVIGATED TO A PRIMARY CARE PROVIDER.

MEDSTAR HARBOR WILL ALSC OFFER FREE AND LOW-COST COMMUNITY-BASED HEALTH

EDUCATION LECTURES. LECTURES WILL BE ORGANIZED AND TAUGHT BY PHYSICIANS,
NUORSES, AND SPECIALIZED CONTENT EXPERTS; DISCUSSION TOPICS WILL INCLUDE

BUT WILL NOT BE LIMITED TO HEART HEALTH, DIABETES MANAGEMENT, AND CANCER
PREVENTION. THE HOSPITAL WILL ALSO WORK TO ESTABLISH A COMMUNITY CANCER

CENTER THAT PROVIDES SUPPORT, EDUCATION AND RESOURCES TCO PATIENTS AND

FAMILY MEMBERS EXPERIENCING CANCER. ADDITIONALLY, CANCER SCREENING AND

JSA
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HARBOR HOSPITAL 52-0421660

Schedule H (Form 990} 2014 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Il lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B,

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financlal assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpase by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

SMOKING CESSATION CLASSES WILL BE OFFERED.

THROUGH ITS CHERRY HILL HEALTHY SCHOOLS HEALTHY FAMILIES PROGRAM, THE

HOSPITAL WILL ALSO PRCVIDE A NURSE TO WORX CLOSELY WITH AT-RISK MIDDLE

AND HIGH SCHOOL STUDENTS AT FOUR SCHOOLS. THE NURSE WILL DEVELOP LESSON

PLANS AND TEACH CLASSES THAT TARGET CHILDREN, PARENTS AND SCHOCL STAFF.

SHE WILL ALSO MANAGE RELATIONSHIPS WITH COMMUNITY PARTNERS AND SERVE AS A

LIATSON BETWEEN THE HOSPITAL AND THE COMMUNITY.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR HARBOR IS ABLE TO EXPAND ITS

CAPACITY TC MEET THE NEEDS OF THE COMMUNITY BY PARTNERING WITH OTHER

MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES. MEDSTAR HEALTH RESOURCES

ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING TO MEET THE NEEDS OF TEE

UNINSURED AND OTHER VULNERABLE POPULATIONS. THROUGH ITS COMMUNITY HEALTH

FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR HARBOR WITH TECHNICAL SUPPORT

TO ENHANCE COMMUNITY HEALTH PROGRAMMING AND EVALUATION. MEDSTAR'S

JSA
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HARBOR HCSPITAL 52-0491660

Schedule H (Form 890) 2014 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part ! and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
arganization, files a community benefit report.

CORPORATE PHILANTHRCOPY DEPARTMENT IDENTIFIES AND SEEKS PUBLIC AND PRIVATE

FUNDING SOURCES TO ENSURE THE AVAILABILITY OF HIGH QUALITY HEALTH

SERVICES, REGARDLESS OF ABILITY TO PAY.

STATE FILING OF COMMUNITY BENEFIT REPORT

PART VI, LINE 7

THE COMMUNITY BENEFIT REPORT FOR MEDSTAR HARBOR HOSPITAL IS ONLY FILED IN

THE STATE OF MARYLAND.

JBA
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SCHEDULE J Compensation Information | omB No. 1545-0047
{Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@ 1 4

Compensated Employees

P Complete if the organization answered "Yes" on Form 990, Part IV, line 23. o Publi
Department of the Treasury P Attach to Form 990, pen to Public
Internal Revenua Servca P Information about Schedule J (Form 990) and its instructions is at www.irs.gow/form980, Inspection
Name of the organization : Employer identification number
HARBOR HOSPITAL 52-0491660
Xl Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part lll to .
explain . . ... Cr e r a4 e b e et e e e e e e e 1b

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEQ/Executive Director, regarding the items checked in line

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEG/Executive Director. Check all that apply. Bo not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director, but explain in Part Ill.

Compensation committee Written employment contract
X| Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed in Form 920, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severarice payment or change-of-control payment?. . . . .. ... e e e s e e e e e 4a X

Participate in, or receive payment from, a supplemental nonqualified retirementplan?. . . . . ... . ... ... 4b X
¢ Participate in, or receive payment from, an equity-based compensation arrangement?. . . . . ... ... .... 4c X

If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part [l1.

Only section 501{c)(3), 501(c){4), and 501(c)(29} organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization? ........... e e e e e e e e e e e e e e e e 5a X
b Anyrelated organization? . . . o0 . L i L e e e e e 5b X
If "Yes" to line 5a or 5b, describe in Part 1l
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . @ @ v v i i i s et e e e e e e e e e e e e e e e e e e e 6a X
b Anyrelated organizalion? . . . . . L i i i e e e e e e e e e e e e e e e &b X
If "Yes" to line 6a or 6b, describe in Part Il. :
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 [f "Yes," describeinPart Il . . . . . . . . . .. i e 7 p:S
8 Were any amounts reported in Form 990, Part VI, paid or accrued pursuant to a contract that was subject
to the initial confract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe

inPartlll . . . .0 vt s e e e e e e e e e e 4 et e e e e e e e e e, 8 X
9 if "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 52.4058-6(C) 7 . . . v v v v v v vt v h e et e m e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2014
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SCHEDULE L Transactions With [nterested Persons | __OMB No. 1545-0047

{Form 990 or 990-EZ)|p Completa if the organization answered "Yes" on Form 980, Part IV, line 25a, 25b, 26, 27, 28a, 2@ 1 4
28h, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.

Depariment of the Treasury p-Attach to Form 990 or Form 990-EZ. Open To Public

Internal Revenue Service P Information about Schedule L (Form 990 or 990-EZ) and Its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

HARBOR HOSPITAL 52-0491660

Excess Benefit Transactions (section 501(c}(3), section 501(c)}(4), and 501(c)(28) organizations only).
Complete if the organization answered “Yes” on Form 900, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

1 {a) Name of disqualified person (k) Relationship b::g:g;'lz:tiiso?’ualiﬁed person and {c) Description of transaction ::L:“::
(1
(2)
(%)
(4
(8)
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under section4958 . . ... ... ... ... ... I &
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . . ............ | ]

m Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22,

{a) Nama of interested person {b) Relationship | (¢) Purpose of | {d) Loan toor {e} Original {f) Balance due {g) In default?|(h) Approved| (i) Written
with organization loan from the principal amount by board or | agreement?
organization? commitiee?

To |From Yos { No | Yes | No | Yes [ No

(1)

Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27.

{a) Name of interested person {b) Relationship between interested |{¢) Amount of assistance (d) Type of assistance {e) Purpose of assistance
person and the organization

(1)
(2)
(3)
(4
(5)
(6)
(M
(8)
(9
{10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 980-EZ. Schedule L (Form 990 or 990-EZ) 2014
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HARBOR HOSPITAL 52-0491660

Schedule L {Form 990 or 920-EZ) 2014 Page 2

W'l Business Transactions Invelving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

{a) Name of interested person (b) Relationship between {c) Amount of (d) Description of transaction {(e) sharing of
interested person and the transaction arganization's
organization revenues?
Yes | No
(1) HARBCRVIEW ANESTHESIA ASSOCTATES SEE PART V ANESTHESIA SERVICES X
(2) MORRISON HEALTHCARE FOOD SERVICES SEE_PART ¥ 2,152,151, | FooD SERVICES X

(3)
(4)
(5}
(6)
(7)
(8
(9

10
w Supplemental Information .

Provide additional information for responses to questions on Schedule L (see instructions).

BUSINESS TRANSACTION INVOLVING INTERESTED PERSONS

SCHEDULE L, PART IV, COLUMN (B)

DR. ALLAN BIRENBERG, VICE PRESTDENT OF MEDICAL AFFAIRS AT MEDSTAR HAREBOR
HOSPITAL, OWNS MORE THAN 5% OF HARBORVIEW ANESTHESIA ASSOCIATES (HAR),
WHICH PROVIDES SERVICES TO MEDSTAR HARBOR HOSPITAL. HAA'S GROSS REVENUES

RECEIVED FROM THE HOSPITAL FOR THE YEAR WAS $1.7 MILLION. (LY - $5.5M)

MORRISON HEALTHCARE FOOD SERVICES IS A SUBSTANTIAL CONTRIBUTOR THAT ALSO
PROVIDED FOOD SERVICES TO THE HOSPITAL. PER THE CONFLICT OF INTEREST
POLICY, ALL TRANSACTIONS BETWEEN THE HOSPITAL AND OUTSIDE VENDORS SHOULD

BE AT ARMS-LENGTH FOR FAIR MARKET VALUE.

41 5-6_5{:\1-000 Schedule L {(Form 990 or 990-E2) 2014

05468X 2502 V 14-7.16 1783308



SCHEDULE O | ome No. 1545-0047

(Form 990 or 990-EZ)

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

2014

Department of o Traasury Form 990 or 980-EZ or to provide any additional information. Open to Public
Internal Revenue Senvice - Attach to Form 990 or 990-EZ. Inspection
Name of the erganization Employer identification number
HARBOR HCOSPITAIL 52-04951660

ORGANIZATICON MEMBERS

PART VI, LINE 6

THE ORGANIZATION IS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC.,

A TAX-EXEMPT MARYLAND NON-STOCK CORPCRATION. MEDSTAR HEALTH, INC., OR

ONE OF ITS AFFILIATES AND SUBSIDIARIES, IS THE SCLE MEMBER OF THE

ORGANIZATION.

DESCRIPTION OF MEMBERS

PART VI, LINE 73

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT

MARYLAND NON-STOCK CORPORATION, THE ORGANIZATION MAY RECOMMEND PERSON(S)

FOR MEMBERSHIP ON THE CRGANIZATION'S GOVERNING BODY. ANY SUCH

RECOMMENDATICON BY THE ORGANIZATION IS SUBJECT TO APPROVAL BY THE

GOVERNANCE COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR HEALTH, INC.

THE BOARD OF MEDSTAR HEALTH, INC. HAS DELEGATED CERTAIN APPROVAL

AUTHORITY TO THE GOVERNANCE COMMITTEE AND THE PRESIDENT & CEC OF MEDSTAR

HEALTH, INC.

DESCRIPTICN OF DECISIONS OF GOVERNING BODY

PART VI, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT

MARYLAND NON-STOCK CORPORATICN, THE BYLAWS OF THE ORGANIZATION ARE

SUBJECT TO CERTAIN RESERVED POWERS, WHICH PROVIDE THAT THE SCLE MEMBER OF

THE ORGANIZATION MUST APPROVE CERTAIN DECISIONS, INCLUDING BUT NOT

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 980-EZ. Schedule O (Form 990 or 990-EZ} (2014)
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HARBOR HOSPITAL 52-0491660

LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE .

PROCESS FOR REVIEWING FORM 290

PART VI, LINE 11B

THEE PROCESS FOR REVIEWING THE FORM 950 INCLUDED EDUCATION AND
TRANSPARENCY. SENICR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM 990 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTIONS OF THE FORM 990 WITH THE FOLLOWING COMMITTEES OF THE
CRGANTIZATION'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC
PLANNING, AND EXECUTIVE COMPENSATION. FOLLOWING THESE MEETINGS, THEE
GOVERNING BODY WAS PRCVIDED A COPY OF THE FORM 990 IN ITS FINAL FORM AND
GIVEN AN OPPORTUNITY TC PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRIOR TC ITS FILING.

CONFLICT OF INTEREST POLICY ENFORCEMENT

PART VI, LINE 12C

APPOINTMENT OF BOARDS OF DIRECTORS

MEDSTAR HEALTH (AND ITS SUBSTIDIARIES} REQUIRE ALL NOMINATED DIRECTORS,
PRIOR TO THEIR APPOINTMENT OR ELECTICN, TC DISCLOSE THE EXISTENCE OF (CR
POTENTIAL EXISTENCE OF) ANY TRANSACTION WITH MEDSTAR THAT WOULD RESULT IN
A CONFLICT OF INTEREST. SUCH DISCLOSURES (IF ANY) ARE REVIEWED BY THE

GOVERNANCE COMMITTEE OF THE MEDSTAR HEALTH BCARD OF DIRECTORS WEHICH

JSA Schedule O {Form 930 or 990-EZ) 2014

4E1228 1.000
05468X 2502 V 14-7.16 1793308



Schedule O (Form 980 or 990-EZ) 2014 Page 2
Name of the organization Employer identification number
HARBOR HOSPITAL 52-0491660

DETERMINES HOW THE MATTER SHOULD BE RESOLVED.

ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR MANAGERS

ALL OFFICERS, DIRECTORS AND SENIOR MANAGERS ARE REQUIRED, NOT LESS THAN
ANNUALLY, TO COMPLETE A SURVEY OF QUESTIONS CONCERNING ANY TRANSACTIONS
OR RELATIONSHIPS WHICH WOULD OR COULD REPRESENT A CONFLICT OF INTEREST.
SUCH DISCLOSURES (IF ANY) RELATED TO DIRECTORS ARE REVIEWED BY THE
GOVERNANCE COMMITTEE OF THE MEDSTAR HEALTH BOARD OF DIRECTORS WHICH
DETERMINES HOW THE MATTER SHOULD BE RESOLVED. SUCH DISCLOSURES (IF ANY)
RELATED TO OFFICERS AND SENIOR MANAGERS ARE REVIEWED BY AN APPROPRIATE
EXECUTIVE WHOC DETERMINES HOW THE MATTER SHOULD BE RESOLVED., IN ADDITION,
OFFICERS AND DIRECTCRS OF MARYLAND HOSP?TALS AND NURSING CENTERS ARE
REQUIRED TO ANNUALLY DISCLOSE ADDITIONAL INFORMATION RELATING TO
POTENTIAL CONFLICTS OF INTEREST AND SUCH DISCLOSURES ARE REPORTED TO THE

MARYLAND HEALTH SERVICES COST REVIEW COMMISSION (HSCRC).

DESCRIPTION OF EXECUTIVE COMPENSATION PROCESS

PART VI, LINE 15

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR
HEALTH, INC. (TEE "COMMITTEE") HAS OVERSIGHT OVER THE EXECUTIVE
COMPENSATICN PROGRAM (THE "PROGRAM") OF MEDSTAR HEALTH, INC. AND ITS
AFPPILIATES. TOTAL COMPRENSATION FOR THE TOP MANAGEMENT OFFICIALS,
OFFICERS AND KEY EMP#OYEES OF MEDSTAR HEALTH, INC. AND ITS AFFILTIATES ARE
REVIEWED AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FROM

AN INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE

ISA Schedule O (Form 930 or 980-EZ) 2014
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INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM.

THE MAIN OBJECTIVE OF THE PROGRAM IS TO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY EQUITABLE AND HAS A STRONG
PAY-FOR-PERFORMANCE LINKAGE. PERFORMANCE IS EVALUATED AT THE SYSTEM,
OPERATING UNIT, AND INDIVIDUAL LEVELS. THE OVERALL TOTAL COMPENSATION
PHILOSOPHY IS MANAGED AT THE 75TH PERCENTILE OF THE COMPETITIVE MARKET
FOR COMPARARLE SIZE (NET REVENUE) AND TYPE (TAX-EXEMPT HEALTHCARE
ORGANIZATIONS) . WHERE APPROPRIATE, ADDITIONAL INDUSTRY DATA IS CONSIDERED
(CENERAL BUSINESS AND/OR TAXABLE HEALTHCARE) FOR SELECTED POSITIONS THAT
CAN BE RECRUITED FROM OR POTENTIALLY LOST TO THESE INDUSTRIES (E.G.,
INFORMATION TECHNOLOGY, FINANCE, ETC.}. THE COMMITTEE HAS ENGAGED ERNST &
YOUNG LLP ("E&Y") TO SERVE AS AN ADVISOR ON THE REASONABLENESS AND
COMPETITIVENESS OF THE PROGRAM. IN DETERMINING REASONABLENESS AND
COMPETITIVENESS, E&Y REVIEWS MARKET PRACTICES AND TRENDS, AND MAKES
RECOMMENDATIONS RELATED TO THE PROGRAM. E&Y UTILIZES INFORMATION FROM
CUSTOM SURVEYS, NATIONAL COMPENSATION SURVEYS, PROPRIETARY DATABASES, AND
CLIENT EXPERIENCES TC DETERMINE ITS FINAL RECOMMENDATIONS. E&Y PRESENTS
THEIR FINDINGS AND RECOMMENDATIONS TO THE COMMITTEE. THE COMMITTEE MAKES
THE FINAL DECISIONS ON ALL OF THE COMPENSATION DETERMINATIONS OF THE
PROGRAM. ALL DECISIONS MADE BY THE COMMITTEE ARE CONTEMPORANEOUSLY

DOCUMENTED .

FINANCIAL STATEMENT AVAILABILITY

PART VI, LINE 19

MEDSTAR HEALTH POSTS ITS ANNUAL FINANCIAL AUDIT AND QUARTERLY FINANCIAL

JSA Schedule O {(Forin 990 or 990-EZ) 2014
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REPORTS TO THE ELECTRONIC MUNICIPAL MARKET ACCESS (EMMA) SYSTEM. THE

ORGANIZATION ALSO E-MAILS ITS ANNUAL AND QUARTERLY DISCLOSURES TO HOLDERS
OF THE COMPANY'S PUBLICLY TRADED DEBT. THE COMPANY'S GOVERNANCE DOCUMENTS
AND CONFLICTS OF INTEREST POLICIES ARE AVAILABLE UPON REQUEST THROUGH ITS

CORPORATE (OR AS APPLICABLE ENTITY) PUBLIC INFORMATION OFFICES.

OTHER CHANGES IN NET ASSETS

PART XI, LINE 9

EQUITY TRANSFER- NET ASSETS.......vvovrenuanrenns $ (26,046,295)

ATTACHMENT 1

FORM 990, PART IIT, LINE 1 - ORGANIZATION'S MISSIQN

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR HARBOR HOSPITAL'S
(MEDSTAR HARBOR) MISSION IS TO PROVIDE QUALITY, CARING AND SERVICE
FOR OUR PATIENTS AND OUR COMMUNITIES. MEDSTAR HARBOR IS LOCATED JUST
SOUTH OF BALTIMORE'S INNER HARBOR, IN BALTIMORE CITY. IT IS AN ACUTE
CARE HOSPITAL OFFERING CLINICAL SERVICES IN INTERNAL MEDICINE,
SURGERY, CARDIOLOGY, OBSTETRICS AND GYNECOLOGY, ONCOLOQGY,
ORTHOPAEDICS AND PEDIATRICS. IN FISCAL YEAR 2015, MEDSTAR HARBOR HAD
8,571 INPATIENT ADMISSIONS, AND 175,162 OUTPATIENT VISITS INCLUDING

56,226 EMERGENCY VISITS.

ATTACHMENT 2

FORM 990, PART III - PROGRAM SERVICE, LINE 4A

MEDSTAR HARBOR'S LARGEST PROGRAM IS ACCESS TO AND THE PROVISION OF
ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OF SOUTHERN BALTIMORE

CITY, SOUTHWESTERN BALTIMORE COUNTY AND NORTHERN ANNE ARUNDEL

JSA Schedule O (Form 890 or 990-EZ) 2014
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HARBOR HOSPITAL 52-0481660

ATTACHMENT 2 (CONT'D)

COUNTY, MARYLAND AND THE SURROUNDING AREAS. IN ADDITICN TQ THE
PROGRAM SERVICE EXPENSES LISTED ABOVE, MEDSTAR HARBOR INCURRED
$39.0M OF MANAGEMENT AND GENERAL EXPENSES IN PROVIDING SERVICES
TO ITS COMMUNITIES. COLLABORATION WITH THE NATIONAL INSTITUTE ON
AGING (ONE OF THE NATICNAL INSTITUTES OF HEALTH) MAKES MEDSTAR
HARBOR THE HOME OF THE BALTIMORE LONGITUDINAL STUDY ON AGING, THE
NATION'S LONGEST RUNNING STUDY OF AGING AND CONDITIONS AFFECTING
THE ELDERLY. PAREXEL, AN INTERNATIONAL CLINICAL RESEARCH
ORGANIZATION, HAS ITS PHARMACOLOGY RESEARCH UNIT LOCATED AT
MEDSTAR HARBCR. IN 2015, MEDSTAR HARBOR WAS RECOGNIZED WITH THE
MARCE OF DIMES MARYLAND - NATIONAL CAPITAL AREA CHAPTER - HEALTHY
BABTES ARE WORTH THE WAIT AWARD FOR BEING COMMITTED TO PROVIDING
THE BEST CARE FOR MOTHERS AND THEIR BABIES BY REDUCING THE RATE OF
PREMATURE BIRTHS AND DECREASTNG THE NUMBER OF NON-MEDICALLY
INDICATED ELECTIVE DELIVERIES AND CESAREAN DELIVERIES. THE
AMERTICAN HEART ASSOCIATION AWARDED MEDSTAR HARBOR HOSPITAL'S
COMMITMENT AND SUCCESS IN IMPLEMENTING A HIGHER STANDARD OF STROKE
CARE WITH THE GET WITH THE GUIDELINES-QUALITY ACHIEVEMENT SILVER
QUALITY ACHIEVEMENT AWARD. THE HOSPITAL EARNED THE QUALITY
EXCELLENCE AWARD.FROM THE DELMARVA FOUNDATION FOR AN UNPRECEDENTED
NINTH TIME. MEDSTAR HARBOR WAS A GOLD LEVEL RECIPIENT OF THE
AMERICAN HEART ASSOCIATION'S FIT-FRIENDLY WORKSITES RECOGNITION
PROGRAM. THE HOSPITAL WAS HONORED BY PRACTICE GREENHEALTH WITH THE
2015 "PARTNER FOR CHANGE" AWARD FOR THE FQURTH TIME AND THE

"MAKING MEDICINE MERCURY-FREE" AWARD. ADDITIONALLY, THE HOSPITAL

JSA Schedule O {Form 990 or 950-EZ) 2014
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ATTACHMENT 2 (CONT'D)

RECEIVED RECERTIFICATION FOR THE PEDIATRIC ASTHMA CARE PROGRAM

FROM THE JOINT COMMISSION.

ATTACHMENT 3

980, PART VIT- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS

HARBORVIEW ANESTHESIA ASS0C
4419 SOUTH MEADOW COURT
ELLICOTT CITY, MD 21042

MORRISON MANAGEMENT SPECIALIST
4721 MORRISON DRIVE
MOBILE, AL 36609

CROTHALL SVCS GROUP
13028 COLLECTIONS CENTER DRIVE
CHICAGC, IL 60693

GHARIB HIGGINS BROWN & RAZA MD
PO BOX 79733
BALTIMORE, MD 21279

SLEEP SERVICES OF AMERICA

PO BOX 198320
ATLANTA, GA 30384

FORM 220, PART TX - OTHER FEFES

DESCRIPTION QF SERVICES COMPENSATION
MEDICAL SERVICES 3,943,014,
FOCD SERVICES 2,271,059,
MEDICAL SERVICES 1,844,447,
PHYSICAN SERVICES 537,013.
MEDICAL SERVICES 338,999.

ATTACHMENT 4

(&) (B) (C) (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION FEES SERVICE EXP. AND GENERAL EXPENSES
PURCHASED PROFESSIONAL SVCS 9,340,712. 8,926,803. 413,909,
PROFESSIONAL FEES-OTHER 1,066,101%. 1,065,972, 129.
PHARMACY SERVICES 651,182. 651,182.
LAB SERVICES 491,314. 487,017. 4,297.
JSA Schedule O (Form 990 or 990-EZ) 2014
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ATTACHMENT 4 (CONT'D)

FORM 990, PART IX - QOTHER FEES

(A} (B) (C) ()
TOTAL PROGRAM MANAGEMENT FUNDRAISING

DESCRIPTION FEES SERVICE EXP. AND GENERAL EXPENSES
BLOOD BANK FEES 590,464. 590,464.

BILLING SERVICE EXPENSE 1,579,074, 1,578,833. 241,
RECOVERY-VARIABLE PURCH SRVS 417,830. 418,685, -855.,

MISC PURCHASED SERVICES 355,876. 354,376, 1,500.

PHYSTCAN SERVICES FIXED 4,849,625, 4,849,625,

OFFICE SERVICES le4,678. l64,621. 57.
TRANSCRIPTION-FIXED 156,676. 156,676.

MISC FIXED PURCH SRVCS 304,236. 258,285. 44,951,

CONSULTING FEES 107,09%96. 107,096.

OTHER MISCELLANEOUS SVCS 190,224. 145,479. 44,745.

TOTALS 20,265,088. 19,649,018. 616,070,

JSA Schadule O (Form 990 or 990-EZ) 2014
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HARBOR HOSPITAL 52-0491660

Schedule R (Form $90) 2014 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990} 2014

4E1510 1.000
05468X 2502 V 14-7.16 1793309



OMB Neo. 1545-1878

IRS e-file Signature Authorization
~m8879-EQ for an Exempt Organization

For calendar year 2014, or fiscal year beginning 07 /01, 2014, andending06 /30 ___ 2015 _ |
Bepariment of the Traasury » 0o not send to the IRS, Koop for your recorda, 2@ 1 4
tniomal Ravenue Seovice ¥ Information about Form 8873-EQ and its instructions Is at www.irs.gevformasrdeo.
Name of exempt organization Empioyer identiflcation number
HARBOR HOSPITAL 52-0491660

Name and titie of officer

JOEL BRYAN, VICE PRESTIDENT/TREASURER
Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form B875-EQ and enter the applicable amount, if any, frem the raturn. If you
check the box an line 1a, 2a, 3a, 4a, or 6a, below, and the amount on that line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or Sh, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -O-
on the applicable line below. Do not complete mors than 1 line in Part |,

1a Form 990 chack hera » b Total revenue, if any (Form 990, Part Vill, column (A), line 12) . 14b 207419750,
2a Form 990-EZ check here » b Total revenue, I any (Form 890-€2,line ®) . . . .. . . . 2b
Sa Form 1120-POL. check here » b Totaltax (Form 1120-POL. [ne 22}, . . . ..., 3
4a Form 980-PF chack here » b Tax based on investment Income (Form §90-PF, Part VI, line 5). 4b
5a Form BB68 check here b Balance Due (Form 8868, Part |, line 3c or Partll, ine8c) | . 5b

a1l Declaration and Signature Authorization of Officer

Under penatties of perjury, | declare that | am an officer of the above organlzation and that | have examined a copy of the
organization's 2014 electronic return and accompanying schedules and statements and to the best of my knewledge and belief, they
are true, correcl, and compiets. | further declare that the amount in Part | above is the amount shawn on the copy of the
arganization's electronic return. | consant to allew my intermediate service provider, transmitter, or electronic return originator {(ERO)
lo send the arganization's return to the IRS and to receive frem the IRS (a} an acknowladgament of receipt or reason for rejection of
the transmission, {1} the reason for any delay in processing the relurn or refund, and {c} the date of any refund. If applicable, |
authorize the U.5. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal {direct dabit) entry to the
financial institution aceount indicated in the tax preparation software for payment of the organization's federal taxes owed on {his
teturn, and the financial institution to debit the eniry to this account. To revoka a payment, | must cantact the U.S. Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior to the paymant (settlemant) date. | also authorize the financial ingtitutions
involved in the processing of the elecironic payment of taxes to receive confidential information necessary to answer inquirles ang
resolva issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization's
electronic return and, if applicable, the organization's consent to electronic funds withdrawal,

Officer's PIN: check one box only
[(X] tauthorize KPMG LLP to entermy PIN |2 25 as my signature

ERO firm hame Entar flva numbars, but
do not enter all zeros

on the organization's tax year 2014 electronically filed return. If | have indicated within this return that a copy of the return is
being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program., | also authorize the aforementioned
ERO {o enter my PIN on the refurn's disclosure consent screen.

[ As an officer of the organization, 1 will enter my PIN as my signature on the organization's tax year 2014 electronically filed return,
If I have indicated within this return that a copy of the return is being filad with a state agencyl{ies) regulating charities as part of
the IRS Fed/Stﬁ:grem. 1 will enter my PIN on the return's disclosure consent screan.

Cfficers signature - . ,{,ﬂ J Date p 04 /26/2016
GELALR  Certification And Authenticalon

ERO's EFIN/PIN, Enter your six-digit electronic filing identification
number (EFIN) followed by your five-digit seif-selacted PIN.

|s[alofz]sfol2]2[1]o]e]
do not enter all zeros

| certify that the above numeric entry is my PIN, which is my signature on the 2014 electronically filed return for the organization
indicated above. | confirm that | am submitting this return in accordance with the requirements of Pub, 4163, Modernized e-File {MeF}
informatian for Authorized IRS e-file Providers for Business Retusns.

ERO's signature D-Wﬂ?ld ﬂ . M&/\ Date I M/%/«Qﬁjfé

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So
For Paperwork Reduction Act Notice, see hack of form, Form 8879-EQ (2014)

JSA
AE 1678 1.000

05468X 2502 V 14-7.16 1793309



Cumulative e-File History 2014

Federal

Locator:

05468X

Taxpayer Name:

Harbor Hospital

Return Type:

990, 990 & 290T (Corp)

Submitted Date:

05/11/2016 18:41:43

Acknowledgement Date:

05/11/2016 18:56:22

Status:

Accepted .

Submission ID:

5402802016132500001
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